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Abstract 
Comparison of physical activity practices and dietary habits of health club 
members and community controls in Khayelitsha, Cape Town. 
 
Background: Chronic diseases pose public health concerns globally with an increasing trend 
in developing countries. The development of interventions to minimize or prevent the burden 
associated with chronic diseases has therefore become a necessity. In 2002 the School of 
Public Health of the University of the Western Cape developed a health club intervention in 
Khayelitsha. This intervention focuses on promoting healthy lifestyles particularly improved 
diet and physical activity. To date there has been no evaluation of the effectiveness of the 
health club in influencing healthier choices among its members. Objectives: (1) To determine 
whether members were more physically active than non-members. (2) To determine whether 
members made healthier dietary choices than non-members. (3) To identify barriers to 
increasing physical activity and improving dietary habits for members and non-members.(4) 
To identify enhancing factors to improving physical activity and dietary habits for members 
and non-members. Methodology: A non- experimental post intervention study was carried out 
on an intervention group (n=26) and on a control group (n=60).  Data was collected on 
demographics, physical activity and dietary habits as well as on barriers and enhancing factors 
to improving physical activity and dietary habits. Frequencies and percentages were calculated 
and chi-squared tests were used to test for association between variables and whether the two 
groups differed significantly from each other. Findings: Health club members participated 
more actively and were less sedentary than non-members in all areas of physical activity 
examined with the exception of the light activity of daily walking and moderate physical 
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exercise. Members mostly made healthier dietary choices than non-members and consumed 
more legumes, less red meat, less fatty foods and less sugar. More members also removed fat 
and/or skin from their meats and incorporated less frying of meats in oil. However, more 
members also consumed more hard margarine, more sweets, more bread and the same amount 
of fat cakes than non-members. Conclusion: This study indicates that the health club may 
have a positive effect in influencing healthy living among its members. However; behavioural, 
socioeconomic and environmental factors pose significant barriers in the adoption of healthy 
behaviours.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 iv
Declaration: 
 
 
I declare that Comparison of physical activity and dietary habits of health club members and 
community controls in Khayelitsha, Cape Town is my own work, that it has not been 
submitted before for any degree or examination at any other university, and that all the sources 
I have used or quoted have been indicated and acknowledged as complete references.  
 
 
 
 
 
 
 
Ms Roshan Isaacs                                                                                  November 2007  
 
 
 
 
Signed: …………………………………………………… 
 
 
 
 
 
 
 
 
 
 v
Keywords 
 
urban township  
Khayelitsha  
health club  
health club members 
healthy lifestyles     
physical activity 
dietary habits  
barriers  
enhancing factors 
behaviour change 
 
 
 
 
 vi
 Definition of terms 
 
Chronic diseases of lifestyle are a group of diseases that share similar risk factors as a result 
of exposure, over many decades to unhealthy diets, smoking, lack of exercise and possibly 
stress. The major risk factors include high blood pressure, tobacco, obesity, high cholesterol, 
diabetes and stress. These diseases are also called non-communicable or degenerative 
diseases. Available online at http://www.mrc.ac.za/chronic/cdloverview.pdf. 
 
Lifestyle refers to the way a person lives. This includes patterns of social relations, food 
consumption, behaviours and dress. A lifestyle typically also reflects an individual's attitudes, 
values and worldview. Available online at http://en.wikipedia.org/wiki/Lifestyle 
 
Physical activity refers to any form of bodily movement produced by the contraction of 
skeletal muscle that increases energy expenditure above the basal level. Physical activity can 
be categorized in various ways, including type, intensity and purpose. The physical activity of 
a group is frequently categorized by the context in which it occurs. Common contexts include 
occupation, household, leisure or transportation. Leisure is further subdivided into categories 
such as competitive sport, recreational activities, and exercise training (US Department of 
Health and Human Services 1996). Physical inactivity/ sedentary lifestyle refer to one where 
minimal physical activity (exercise) is present. There are no health benefits of this lack of 
regular physical activity (The Heart and Stroke Foundation 2007). 
Light physical activity in this study consists of ‘daily walking’ and ‘daily meal preparation and 
cleaning up after meals’. Moderate physical activity in this study consists of ‘weekly moderate 
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structured exercise’ and ‘moderate daily routine dusting and cleaning’. Vigorous household 
activity involves work such as ‘washing windows, chopping wood, scrubbing floors, fetching 
water and sweeping the yard’. 
 
Physical exercise refers to planned bouts of physical activity usually pursued for personal 
health and fitness goals. Exercise is a subset of physical activity, which is volitional, planned, 
structured, repetitive and aimed at improvement or maintenance of any aspect of fitness or 
health. Exercise is often described in terms of its principal dimensions – frequency, time, 
intensity, mode and volume (Caspersen CJ, Powell KE, Christensen G (1995). Physical 
activity, exercise and physical fitness: definitions and distinctions of health-related research. 
Public Health Reports; 100:126-131). 
 
Dietary habits are the habitual decisions an individual or culture makes when choosing what 
foods to eat. Individual dietary choices may be more or less healthy. Proper nutrition requires 
the proper ingestion and equally important, the absorption of vitamins, minerals, and fuel in 
the form of carbohydrates, proteins, and fats. Dietary habits and choices play a significant role 
in health and mortality, and can also define cultures and play a role in religion. Available 
online at:http://en.wikipedia.org/wiki/Diet_ (nutrition) 
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Chapter 1 
Introduction 
1.1 Overview 
Chronic diseases are the largest cause of death globally, led by cardiovascular disease, 
followed by cancer, chronic lung diseases and diabetes mellitus (WHO 2003a;Yach 2004). It 
was predicted that by 2020 chronic diseases will account for 80 percent of the global burden of 
disease, causing seven out of every ten deaths in developing countries compared to less than 
half today (WHO 1997). Eighty one percent of South Africans have one or more of the risk 
factors of chronic diseases of lifestyle and these risk factors contribute to 26% of deaths in 
South Africa (Sports Science Institute of South Africa 2007).  Key risk factors are physical 
inactivity, high blood pressure, unhealthy diets, tobacco use, high blood cholesterol, alcohol 
use and psychological stress (WHO 2002a).      
 
Physical inactivity and unhealthy diets contribute substantially to this global burden of 
disease, death and disability (WHO 2004). Physical activity appears to be protective of 
chronic diseases, acutely lowering serum triglyceride concentrations, improving tissue 
sensitivity to insulin, increasing fibrinolytic activity and high density lipoprotein (HDL) 
cholesterol, and decreasing clotting activity and blood pressure (Lambert et al 2001b). Diets 
high in fruit and vegetables and low in meat are also protective against the development of 
chronic diseases (Maunder et al 2001 cited in Vorster, Love & Bourne 2001).  
 
In South Africa in 2003, 62% of men and 48% of women 15 years or older followed a 
sedentary lifestyle (The heart and stroke foundation 2007).With urbanization the growing 
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urban black population who originally came from rural areas face many new challenges and 
problems including fast foods. Staple traditional foods are often replaced by western foods 
which are high in fat and sugar and have low nutrient value (Steyn 2006).  
 
In response to this growing epidemic the WHO developed a global strategy for diet, physical 
activity and health to be implemented within the integrated prevention and control of chronic 
diseases. The strategy seeks to promote and protect health by developing healthier, more 
sustainable and enabling environments to promote healthy lifestyles (food choices and an 
increase in physical activity). It emphasizes that nutritious food, especially fruit and vegetables 
should be available at reasonable prices locally. The strategy further promotes simpler 
labelling of the benefits and harmful effects of foods so that people can make informed food 
choices (WHO 2004).  
 
1.2 Development of the health club 
In 2002 the School of Public Health at the University of the Western Cape took up the 
challenge to implement the WHO strategy of promoting healthy lifestyles. As part of this 
initiative a health club focusing on diet and physical activity was developed in Khayelitsha, an 
urban township of Cape Town. It was named Masiphakame Ngempilo Yethu! (Let’s stand up 
for our health!) Health Club. Community health workers were trained and they in turn 
recruited members from the areas where they lived and worked. When the club was 
established in 2005, members came together once a week in a community hall for exercises 
and education sessions. Whilst gyms/ health centres are commonplace in more affluent areas, 
community based health clubs in poorer areas are novel concepts in South Africa. 
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 In June 2006, Virgin Active, a South African health and fitness enterprise, donated a large 
container filled with gym equipment to the club. During week days, early mornings were set 
aside for the club members to work out on the machines as they pleased and late mornings and 
afternoons were left for the wider community, mainly supported by young men. Wednesday 
mornings attracted the largest number of members as this weekday session was specifically 
dedicated for them. Here knowledge is shared on healthy eating, food hygiene and the 
importance of engaging in physical activity. During such sessions physical exercises were 
done in a group while members were seated and stretching was emphasized. Education around 
nutrition was not organised according to a set programme but broadly followed the 2001 
South African Food Based Dietary Guidelines document (Vorster et al 2001).  
 
From observation it appeared that the programme was run in a fairly informal manner. 
Activities to highlight the importance of healthy lifestyles included lectures, cooking 
demonstrations, big walks and street theatre. In addition, the weight, height and blood pressure 
of members were taken at the time of joining and these were monitored monthly thereafter. No 
information was collected on baseline physical activity and dietary habits of members.  
 
1.3 Theoretical basis for this research 
For the purposes of this research understanding of members’ practices will partly be presented 
within a theoretical model i.e. The Health Belief Model (HBM) which is a psychological 
model that attempts to explain and predict health behaviors. This is done by focusing on the 
attitudes and beliefs of individuals (Glanz 2002). The HBM is based on the understanding that 
a person will take a health-related action if that person feels that a negative health outcome can 
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Perceived threat of an illness or injury without 
the associated health behaviour, based on: 
• Perceived seriousness of the health 
problem 
• Perceived susceptibility of the health 
problem 
• Clues to action (reminders of the problem) 
Perceived benefits and barriers (pros and cons) 
of a health behaviour (sum = benefits – barriers) 
be avoided, has a positive expectation that by taking a recommended action he/she will avoid a 
negative health outcome and believes that he/she can successfully take a recommended health 
action (Glanz 2002). 
 
Accompanied with efforts to modify behaviour are perceptions of seriousness of the disease, 
susceptibility of getting the condition, benefits of taking action, barriers to taking action and 
lastly perceived enhancing factors (which are also called ‘cues to action’) (Glanz 2002). These 
concepts are depicted in figure 1 below and further discussion hereof will be found in Chapter 
5 (See 5.1.3). 
 
   
 
 
 
 
 
 
 
 
 
 
 
 
Source: Sarafino 2006 
 
Fig 1. Diagrammatic representation of the Health Belief Model 
 
 
1.4 Research setting  
The study took place in Khayelitsha (meaning ‘our new home’) which is a sprawling  
 
black township located about 40km south east from the centre of Cape Town. It is spread  
 
Likelihood of performing the 
health behaviour 
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over 30 square kilometres and is home to between 500 000 and 1 million (Wikipedia:  
 
Khayelitsha). The township is made up of a combination of formal low-cost housing and 
informal housing. The population is relatively young with approximately 76% of the 
population younger than 29 years of age. Over 71% of the population lives below the poverty 
line (Dept of provincial and local government 2006). Fifty one percent of the economically 
active population is unemployed with more females than males being unemployed. The rate of 
unemployment increased by 10.6% from 1996-2001. The majority of households (72%) earn 
less than R1600 per month, and 69.3% of households consist of 4 people or less (Information 
and knowledge management department 2005). 
 
There is a strong prevalence of HIV/AIDS in Khayelitsha, with approximately 25% of the 
population infected (Dept of provincial and local government 2006). This highlights the 
importance of promoting healthy lifestyles in this area, important not only for prevention but 
also for reducing negative sequelae of the disease.  
While it is populated mainly by those who have left rural Eastern Cape to seek jobs in Cape 
Town, the residents of Khayelitsha remain in a very large economically, spatially and racially 
marginalised centre from the city (du Toit & Neves 2007). 
 
1.5 Purpose of this research 
Because members attend the health club regularly it can be hypothesized that they implement 
knowledge they have acquired and practice healthier lifestyles, such as increased physical 
activity and improved dietary habits, when compared to non-members. The purpose of this 
study therefore was to determine whether the club members were actually able to make 
 
 
 
 
 6
healthier choices of increasing physical activity and improving dietary habits. Current 
practices of club members were compared with practices of a control group from the 
community. Quantitative data was collected through interviews. Barriers and enhancing 
factors to increasing physical activity and improving dietary habits were also collected from 
all participants.  
 
1.6 Significance of this research 
The development of health club interventions  are regarded as very important in raising the 
health consciousness of communities in order to combat the increasing epidemics of  chronic 
diseases. However, there is very little international and local literature on the effectiveness of 
these interventions particularly in communities of lower socio-economic status. This study 
will contribute to the understanding of the effectiveness of the health club and will inform 
programme managers should they consider implementing changes in order to improve the 
quality of the intervention in the future. 
 
1.7 Aim of the study 
 
The main aim of this study was to determine if health club members are more physically 
active and practicing healthier dietary habits than community controls.  
 
 
1.8 Objectives 
1. To determine if health club members were more physically active than non-members.  
2. To determine if health club members were practicing healthier dietary habits than non-
members.  
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3. To identify barriers to increasing physical activity and improving dietary habits for all 
members and non-members. 
4. To identify enhancing factors to improving physical activity and dietary habits for 
members and non-members. 
 
Chapter one starts with a brief overview of chronic diseases and mention is made of the WHO 
strategy on diet, physical activity and health. This was followed by a description of the 
development of the health club, the Health Belief Model, the research setting, purpose and 
siginificance of the research as well as the aim and objectives of the study.  
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Chapter 2 
Literature review 
 
2.1 Global picture of the epidemic of chronic diseases 
Chronic diseases are a major cause of global morbidity and mortality, with an increasing  
trend in developing countries (Boutayeb & Boutayeb 2005).  Despite this increasing trend  
and its disproportionate effect on poor populations, the control of chronic diseases is generally 
not given high priority in poor populations (Puoane et al 2006). In 2002 chronic diseases 
caused 29 million deaths worldwide (Yach et al 2004). Sixty percent of all deaths and 47% of 
the global burden of disease was attributable to chronic diseases (WHO 2002a). By 2020 it is 
predicted that chronic diseases would have accounted for 80% of the global burden of disease, 
causing seven out of every ten deaths in developing countries compared with less than half 
today ((WHO 1997).   
However, 66% of the deaths occurred in developing countries, where those who were  
affected were younger and thus lived with disease or died at an earlier age (WHO 2002a).  
Also, despite experiencing 90% of the world’s disease burden, people in developing  
regions only have 10% of global health care funds at their disposal (WHO 2002b).  
 
Africa itself is experiencing one of the most rapid demographic and epidemiological 
transitions of world history (Mosley et al 1993). The urban growth rate in Africa is estimated 
at 4.3 % annually, compared to 0.5 % in Europe (Sobngwi et al 2002). This could play a role 
in the prevalence of hypertension, diabetes and other chronic diseases rising more rapidly in 
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African countries than in western countries (Doll et al 2002). These diseases occur 
predominantly in urban populations as compared to rural populations (Sobngwi et al 2002). 
South Africa, in turn, is itself undergoing enormous transition and chronic diseases of lifestyle 
account for nearly 37% of adult deaths, and the majority of South Africans have at least one 
modifiable risk factor for chronic disease (Bradshaw et al 2003).  
This changing shift in disease patterns globally is called the epidemiological transition created 
by the transformation of social, economic and demographic structures (Omran 1983). This 
transition has resulted in vast inequalities of wealth, health service provision and the 
consequent coexistence of infectious and non- communicable diseases associated with urban 
industrial lifestyles (Omran 1983). This ongoing urbanization with changes in especially 
dietary habits and physical activity patterns continue to contribute to the ever increasing 
prevalence of chronic diseases (Sobngwi et al 2001). In addition, South Africa is experiencing 
a quadruple burden of disease i.e. a combination of the pre-transitional diseases and conditions 
related to poverty, the emerging chronic diseases, injuries and HIV/AIDS (MRC 2003). For 
both males and females there is a considerable amount of early loss of life due to HIV/AIDS 
(MRC 2003). It is estimated that by 2010, HIV/AIDS will account for 75% of premature loss 
due to mortality compared to 39% in 2000(MRC 2003).  
 
The demographic transition occurs in societies where populations change from high birth rates 
and high death rates to low birth rates and low death rates as part of the economic 
development of a country from a pre-industrial to an industrialized economy (Wikipedia: 
demographic transition). This happens in stages and most developed countries are now 
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projected to experience population shrinkage in the future. In developing countries mortality 
decline accelerated and this led to a surge in population growth which was later followed by a 
drop in birth rates. This transition is accelerating and it appears it will happen in less than one 
century (Institute for Food and Development Policy  1998). 
 
The nutrition transition can similarly be observed in large shifts which have occurred in 
dietary and physical activity and inactivity patterns. These changes are reflected in nutritional 
outcomes, such as changes in average stature and body composition. Modern societies seem to 
be converging on a pattern of diets high in saturated fat, sugar, and refined foods and low in 
fibre, often termed the "Western diet." Many see this dietary pattern to be associated with high 
levels of chronic and degenerative diseases and with reduced disability-free time (Nutrition 
transition programme 2006). In South Africa, shifts in dietary intake to a less prudent pattern 
are occurring with apparent increasing momentum, particularly among blacks, who constitute 
three-quarters of the population (Bourne et al 2000). Data have shown that among urban 
blacks, fat intakes have increased from 16.4% to 26.2% of total energy (a relative increase of 
59.7%), while carbohydrate intakes have decreased from 69.3% to 61.7% of total energy (a 
relative decrease of 10.9%) in the past 50 years (Bourne et al 2000).  Similar trends towards a 
Western diet among blacks living in rural areas are apparent too (Bourne et al 2000).  
 
The following risk factors of chronic diseases in South Africa will briefly be described below: 
hypertension, tobacco, diabetes and overweight/obesity. As mentioned previously many of the 
risk factors are due to lifestyle factors such as physical inactivity, unhealthy diets rich in 
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saturated fats and low in fibre, and smoking (Boutayeb & Boutayeb 2005). The lifestyle risk 
factors of physical inactivity and dietary habits will obviously receive more attention (see 2.3).     
 
2.2 Hypertension, tobacco, diabetes and obesity 
 
2.2.1 Hypertension 
Hypertension is extremely common in South Africa and is inadequately treated and poorly 
controlled (Connor et al 2005). In a cross sectional cardiovascular disease (CVD) risk factor 
survey of 9731 persons 30 years or older attending private sector primary health services in 
South Africa, hypertension was found to be the most common of the CVD risk factors among 
all the study participants (55%) and the prevalence was highest in the black African 
population(59%)(Connor et al 2005). It was also found that in Cape Town the duration of 
urbanization independently predicted the presence of hypertension (Connor et al 2005). 
Dietary factors related to hypertension are an increased salt (sodium) intake and a decreased 
fruit and vegetables intake (potassium) (Seedat 1996).  
 
In spite of the association between hypertension and salt intake; salt is regarded as so essential 
in the preparation of food as it is used to preserve food, it makes food tastier and facilitates the 
baking of bread (Seedat 1996). 
 
2.2.2 Tobacco  
Tobacco use remains a major health risk and a conservative estimate is that in South Africa in 
1998 about 8% of adult deaths were attributable to smoking (Sitas et al 2004). Yet in 2000, 
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this figure had escalated to 12% of men and 4% of women, aged 30 years or older, who died 
as a result of tobacco related diseases (Groenewald et al 2007).  
 
While tobacco consumption is falling in most developed countries, it is increasing in 
developing countries by about 3, 4% per annum (Boutayeb & Boutayeb 2005).Today, 80% of 
the 1, 2 billion smokers in the world live in poorer countries where smoking prevalence among 
men is 48% and 50% of the 5 million deaths attributed to smoking in 2000 occurred in 
developing countries (Boutayeb & Boutayeb 2005). South Africa has however made 
significant progress in the past decade in reducing tobacco use, with daily adult prevalence 
rates decreasing by one fifth from 30.2% in 1995 to 24.1% in 2004 (Saloogee 2006). Tobacco 
users were also found to be older and less educated than non-users (Sitas et al 2004). 
 
2.2.3 Diabetes 
Cardiovascular diseases are responsible for 50 to 80% of deaths in people with diabetes 
Boutayeb & Boutayeb 2005). The number of diabetes in the world is expected to increase 
from 194 million in 2003 to 330 million in 2030 with three in four living in developing 
countries (Boutayeb & Boutayeb 2005). Diabetes increases with age and the prevalence hereof 
varies among the South African population groups. The Indian population group had the 
highest levels, Coloureds and Whites were equal and the smallest prevalence was amongst 
African people with a rural rate of 3% and urban rate of 6% (Bradshaw et al 2007). 
Approximately 1, 5 million South Africans have diabetes which also causes 3% of deaths in 
men and 6% of deaths in women 30 years and older (Bradshaw et al 2007). Diabetes also 
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causes a great burden of disabling conditions e.g. leg amputations and blindness (Bradshaw et 
al 2007).   
 
2.2.4 Overweight / Obesity 
Overweight advances adverse metabolic changes such as insulin resistance, increasing blood 
pressure and cholesterol which promote cardiovascular diseases, diabetes and many types of 
cancers (WHO 2003b; Kenchaiah et al  2002). Obesity has become a global epidemic with an 
estimated 1, 2 billion people overweight and 300 million clinically obese. In developed 
countries such as the Unites States its prevalence is as high as 60% and is becoming an 
increasing problem in developing countries too (WHO 2003b; Kenchaiah et al 2002).  In a 
large, national, quantitative cross sectional study of 13 089 South African men and women, it 
was found that 29.2% of men were overweight or obese and 9.2% had abdominal obesity, 
whereas 56.6% of women were overweight or obese and 42% had abdominal obesity (Puoane 
et al 2002).   
 
2.3 Lifestyle risk factors  
Although discussed separately, lifestyle factors overlap considerably with other risk factors 
including those mentioned above. Lifestyle refers to patterns of behaviour that a person adopts 
from those available in the context of his or her life circumstances. It reflects personal 
attitudes and preferences which are aspects of personal choice influenced by a number of 
factors i.e. biological, environmental and social (Saris 1992). Exposure, over many decades, to 
risk factors of unhealthy diets, smoking, lack of exercise and possibly stress lead to the 
development of chronic diseases of lifestyle (Reddy 2002). Up to 80% of cases of coronary 
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heart disease and up to 90% of cases of type 2 diabetes could potentially be avoided through 
changing these lifestyle factors (Steyn 2006). For the purposes of this research, the lifestyle 
factors of physical activity and dietary habits are further explored below. 
 
2.3.1 Physical In/activity  
Physical activity refers to any form of bodily movement produced by the contraction of 
skeletal muscle that increases energy expenditure above the basal level. Physical activity can 
be categorized in various ways, including type, intensity and purpose. The physical activity of 
a group is frequently categorized by the context in which it occurs. Common contexts include 
occupation, household, leisure or transportation. Leisure is further subdivided into categories 
such as competitive sport, recreational activities, and exercise training (US Department of 
Health and Human Services 1996, Armstrong et al 2006). Physical activity should include the 
domain of housework for older women as these household activities are frequently reported in 
this population (Lawlor et al 2002).  
 
Physical exercise refers to planned bouts of physical activity usually pursued for personal 
health and fitness goals. Exercise is a subset of physical activity, which is volitional, planned, 
structured and repetitive and is aimed at improvement or maintenance of any aspect of fitness 
or health. Exercise is a subset of physical activity, which is volitional, planned, structured, 
repetitive and aimed at improvement or maintenance of any aspect of fitness or health 
(Caspersen et al 1995).  
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Although both physical activity and physical exercise is important, it is preferable to 
encourage people to become more physically active rather than to become physically fit, since  
sedentary people will be likely to achieve the latter if they do the former (Blair et al 2001).  
 
Physical activity can improve the quality of life for people of all ages (Kaplan 2000). People 
who engage in regular physical activity live longer than those who are sedentary and may be 
better able to perform activities of daily living and enjoy many aspects of life (Kaplan 2000). 
Physical activity is therefore recognized as being ‘protective’ for chronic diseases (Lambert et 
al 2001b). Regular physical activity has a positive effect on the primary and secondary 
prevention of several chronic diseases (e.g., cardiovascular disease, diabetes, cancer, 
hypertension, obesity, depression and osteoporosis) and premature death (Warburton et al 
2006). A graded linear relation exists between the volume of physical activity and health 
status, such that the most physically active people are at the lowest risk and the greatest 
improvements in health status are seen when people who are least fit become physically 
active(Warburton et al 2006).   
 
Further benefits of regular physical activity include improved physical function and 
independent living in the elderly (Antero Kesaniemi et al 2000). Physical activity also 
improves muscle endurance and flexibility, preserves reaction time and neurological 
functioning and improves self esteem (Carter & O’Driscoll 2000). It is also associated with 
lower feelings of stress and anxiety; improved work performance as well as enhanced attitudes 
(Sarafino 2006).  
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Engaging in physical activity has been found to have a positive impact on the mental 
wellbeing of individuals (Stephens 1998). In a survey done in the US and Canada to examine 
the association of physical activity and various aspects of mental health in households, levels 
of physical activity was shown to be positively associated with general well-being, lower 
levels of anxiety and depression, and positive mood (Stephens 1998). This was particularly 
strong for women as well as for both women and men 40 years and over. This relationship was 
independent of the effects of socioeconomic status and physical health (Stephens 1998). 
 
Furthermore, there is growing evidence that involvement in properly guided physical activity 
and sports can foster the adoption of other health seeking behaviours including the avoidance 
of tobacco, alcohol and drug use and violent behaviour among youth and / or young adults 
(WHO 2002b). In addition, healthy eating, sufficient rest and better safety practices are also 
fostered (WHO 2002b). Play, games and other physical activities give young people 
opportunities to have social interaction and integration as well as learning the spirit of 
solidarity and fair play (WHO 2002b). Active lifestyles through physical activity provide 
people of all ages with opportunities to make new friends, maintain social networks and 
interact with other people of all ages (WHO 2002b). Sport also mobilizes volunteers and 
promotes active community involvement, helping to build social capital and strengthen the 
social fabric (United Nations 2003).  
 
Economic consequences of physical inactivity affect individuals, businesses and nations 
(WHO2003d).  Physical activity, in turn, also has economic benefits especially in terms of 
reduced health care costs, increased productivity, healthier physical and social environments 
(WHO2003d). Physically active individuals save an estimated US$ 500 per year in health care 
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costs according to 1998 data. In Canada, physical inactivity costs about 6% of total health care 
cost. In companies with employee physical activity programmes/initiatives, the benefit of US$ 
513 per worker per year can be reached (from changes in productivity, absenteeism, turnover 
and injury) (WHO2003d).    
In a US study, Perkins & Clark (2001) measured the association between walking and health 
services use and costs among men and women who were chronically ill, from a lower 
socioeconomic status and aged 55years and older. Walking was chosen as a measure of 
physical activity because it was the most commonly performed activity among older adults. It 
was found that walking 120 or more minutes weekly was associated with a lower risk of 
emergency room visits and hospital stays in the subsequent year. 
 
Recent estimates suggest that at least 60% of the world’s population do not undertake 
sufficient activity to gain health benefits (Bull et al 2005).  The third American National 
Health and Nutrition Examination Survey (NHANES III) for the period 1988 to 1994  
examined the prevalence of physical activity during leisure time in a national representative 
sample of 18 825 adults aged 20 years and older (Crespo et al 2000). The results showed that 
nearly one quarter of US adults were physically inactive with more women (28%) than men 
(17%) reporting being inactive in their leisure time. Inactivity was more common in persons 
who were less educated, living in households with annual income below 20 000 dollars and 
who were retired (Crespo et al 2000).   
A study to determine association between migration to cities and cardiovascular disease risk 
factors among rural and urban young individuals who were born in the same villages and 
shared similar childhood experiences in Guatemala City, found that migration to a city 
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increased sedentarism and undesirable eating habits among men and women; men became 
fatter and their lipid profile worsened (Torun et al 2002). Urban residents ate/drank more 
saturated fats, red meat and sweetened beverages, and fewer legumes (Torun et al 2002).  
Little data is available on the prevalence of physically active lifestyles of older adults in Sub-
Saharan Africa.  In a study to investigate the prevalence of Type 2 diabetes mellitus and its 
risk factors in a working class peri-urban community of mixed ancestry (coloured) men and 
women in South Africa, it was found that approximately half of the subjects did not participate 
in the recommended 150 minutes or more per week recommended to achieve health benefits 
(Levitt et al 1999). 
In another study done among black men living in the Cape Peninsula to determine association  
between physical activity and coronary heart disease risk factors, it was found that 57% were 
employed in occupations requiring minimal physical activity and 43% of the sample was 
employed in jobs which required moderate to strenuous amounts of exercise (Sparling et al 
1994). Those aged between 45-64 years participated predominantly in light intensity activities 
(Sparling et al 1994).   
 
Similarly, data reviewed on the prevalence of physical activity in South Africa suggest that 
individuals over the age of 55 years have the lowest levels of self reported moderate and 
vigorous physical activity and that these South African seniors spent 65% less energy than in a 
sample of North Americans of the same age (Lambert & Kolbe-Alexander 2006). It does 
appear that in South Africa physical activity decreases with increasing age (Lambert & Kolbe-
Alexander 2006; Levitt et al 1999).  
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2.3.2 Perceived barriers and enhancers/ facilitators to improved physical activity 
 
On a larger level, both developed and developing countries are experiencing challenges in 
implementing the Global strategy on Diet, Physical Activity and Health (Bull et al 2006). 
These challenges are: - a lack of awareness about benefits; lack of government support and 
national health, sport, educational and related policies; lack of leadership; lack of perception 
of the value of sport in society; prevailing local culture; economic and other competing 
pressures; personal motivation; lack of support from family and friends; lack of access to 
sports facilities; lack of past experience; lack of availability of local physical programmes and 
a lack for training guidelines and programme examples (Bull et al 2006).  
 
Barriers could be associated with age and gender, with women and older people less likely to 
participate in vigorous leisure time activity. Negative behaviours like smoking and obesity is 
associated with sedentary living and decreased participation in physical activity (Lambert et al 
2001a). 
 
 In a US study to evaluate perceived social and environmental supports for physical activity 
and walking among households, it was found that environments rich in resources such as good 
street lighting, sidewalks, recreational facilities, parks, playgrounds, and sports fields 
encouraged physical activity (Addy 2004). More locally, unsafe neighbourhoods, a fear of 
crime and a lack of sports facilities have also previously been mentioned as barriers to 
participation in physical activity in Khayelitsha (Chopra & Puoane 2003). 
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Socially it was also found that trusting neighbours and perceiving neighbours as being active 
were associated with regular walking (Addy 2004). In another US survey which examined 
whether perceptions of physical activity differed by gender among adolescents, it was found 
that having an exercise partner and  programmes involving group activities  were important in 
promoting physical activity participation among all respondents (Tegerson & King 2002).  
 
In summary the above discussion centred on the benefits, prevalence, barriers and enhancing 
factors of participating in physical activity. Focus will now be placed on dietary habits. 
 
2.3.3 Dietary Habits  
Nutrition underlies many of the public health problems and societal challenges in the 
world today (Vorster 1999). The nutrition transition mentioned above is a sequence of 
characteristic changes in dietary patterns and nutrient intakes associated with social, cultural 
and economic changes occurring during demographic transitions (Boutayeb & Boutayeb 2005; 
Shetty 1997; Drewnowski 1997). This nutrition transition describes a change from a 
traditional, indigenous, rural, high-fibre, low-fat diet that is eaten by poorer people to a diet 
more  rich in animal fats and low in fibre which is eaten by those better off economically 
(Vorster et al 1999). In addition, an important factor of the nutrition transition is that 
urbanization in more industrialized countries was associated with economic growth but in 
many developing countries it results in urban poverty (Yach et al 1990). 
 
 More locally, the nutrition transition has especially affected the growing urban black 
population. As people migrated towards the cities they changed their lifestyles including their 
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dietary habits (Steyn 2006).  More staple traditional foods are often replaced by unhealthy 
foods which are easily accessible in the townships, many of which are high in fat and sugar 
and have low nutrient value (Steyn 2006). This is confirmed by Bourne et al (1993) who also 
suggest that black South Africans who have migrated from rural to urban areas tended to 
increase their fat, saturated fat, and sugar intake and decreased their fibre and carbohydrate 
intakes resulting in very unhealthy diets. 
 
In a study conducted in Khayelitsha which explored perceptions about body weight and body 
image among community health workers, unhealthy foodstuffs very high in fat were easily 
accessible for purchase in the community. Cooking methods involved lots of frying of foods in 
oil and food portion sizes were very large (Puoane et al 2005).  
 
2.3.3.1 The South African Food Based Dietary Guidelines 
To help reduce the burdens associated with diseases, the Department of Health developed the 
South African Food Based Dietary Guidelines as a strategy to optimize the nutritional status of 
all South Africans and promote appropriate nutritional intake and healthy lifestyles. More 
specifically the guidelines aim for the global elimination or substantial reduction of 
malnutrition, micronutrient malnutrition and diet-related communicable and non-
communicable diseases (Vorster et al 2001).The guidelines are regarded as positive, practical, 
affordable, sustainable, and culturally sensitive to help South Africans over the age of 5 years 
to choose adequate but prudent diets (Vorster et al 2001). It consists of 10 short, clear and 
simple messages which have been tested for comprehension, appropriateness and applicability 
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in consumer groups of different backgrounds in both rural and urban areas (Vorster et al 
2001).  
The guidelines are summarised as the following messages:  
• enjoy a variety of foods  
• be active 
• make starchy foods the basis of all meals  
• eat plenty of fruit and vegetables  
• eat dry beans, lentils and soya often  
• meat, fish, chicken, milk and eggs can be eaten every day  
• eat fats sparingly 
• drink lots of clean water  
• drink alcohol sensibly(Vorster et al 2001).  
The health club being studied in this research based their dietary education programmes 
largely on the above guidelines.  
 
2.3.4 Barriers and enhancers/ facilitating factors to improved dietary habits 
Barriers to improving dietary habits are often linked to personal issues regarding body image. 
In a study utilizing a participatory approach to determine personal barriers to healthy living 
amongst community health workers residing in Khayelitsha, 42 of 44 community health 
workers were overweight, obese or extremely obese. It was found that many of these women 
may have misconceptions about their large body size (Chopra and Puoane 2003).They 
underestimated their level of overweight because they compared it to their peers rather than 
against medical standards. Most also perceived moderately overweight women as attractive, 
associating them with dignity, respect, confidence, health, wealth, strength and being treated 
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well by one’s husband. One participant stated that she was scared of losing weight as people 
may think that she was HIV+. Another health worker revealed her own perceptions of what 
food should look like and had very limited knowledge about nutrition by stating that people 
who boil food were backward and not civilized as she regarded fried food as attractive and 
tasty (Chopra & Puoane 2003). 
 
In another qualitative study which explored perceptions of overweight black women in Cape 
Town it was found that although women expressed the desire to lose some weight, there was 
no social pressure to motivate this (Mvo et al 1999). These perceptions and misconceptions 
(described above) appear to be very personal and could be socio- culturally entrenched. 
Should they be commonly held in the community, these perceptions would be very difficult to 
shift and therefore could be considered as very significant barriers to improving dietary habits 
and hence overall health of many women in this community. 
 
The lack of access to healthy food can also be regarded as another barrier to healthy eating. 
The shortage of healthy, low-fat food and the lack of fresh fruit and vegetables in the 
townships were also highlighted by Chopra & Puoane (2003). The majority of the local shops 
sell cheap fatty foods and street vendors sell fatty meat and sausages and low fat milk is not 
available in the shops (Chopra & Puoane 2003).  
 
In summary, dietary habits were placed in a context of the nutrition transition with people in 
urban areas eating foods rich in animal fats and sugar and low in fibre. The South African 
Food Based dietary Guidelines were outlined. Barriers to improving dietary habits were 
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discussed which are so linked to individual and communal perceptions around issues such as 
acceptable body size. As these factors are so bound within cultural, community and economic 
contexts, the barriers really challenge community efforts to reduce obesity and any reversal 
hereof could be enhancing or facilitating of healthier dietary habits. Focus will now be placed 
on the concept of a health club in an urban township. 
  
2.4 Health club participation 
A health club, traditionally also called a fitness studio or exercise centre, is a place which 
houses exercise equipment for the purpose of physical exercise. Often courses such as aerobics  
and the like are offered as well as a sauna and specialized areas. They generally charge a fee 
for visitors to use the equipment, to attend courses and for the other services provided. Health 
clubs offer a collective and often entertaining form of workout (Wikipedia: health club). 
 
However, the health club which is focussed on in this report functions more as a group of 
individuals coming together to learn about healthy lifestyles and provide support to each other 
irrespective of whether they have had a dedicated area for the group or not. When the club 
started the group met in a common community hall used for various functions such as a 
disability grant collection point. Thereafter they moved premises to the donated container 
which currently also houses the exercise equipment. Activities of the club’s programme have 
previously been mentioned. ‘Club’ currently means the group of members as well as the 
clubhouse. 
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There is a lack of relevant information about the benefits of health clubs particularly in poorer 
communities. Apart from the physical health benefits, participation in community 
organisations such as the health club could provide members / attendees with the opportunity 
to build on social supports, improve social networks, companionship and caring for the 
wellbeing of others (personal opinion).  
 
Social support includes real or perceived resources provided by others that enable a person to 
feel cared for, valued, and part of a network of communication and mutual obligation (Stroebe 
2000). There is an association between increased levels of social support and reduced risk for 
physical disease, mental illness, and mortality (Seeman 2000, Stroebe 2000). Being part of the 
health club could therefore mean more to the members than only the prevention of chronic 
diseases. 
 
Social support has been measured in various ways including perceived emotional or tangible 
support from family/ friends, community involvement, marital status, number of friends and 
frequency of social contacts. Research has consistently cited the beneficial health - related 
outcomes of social supports as well as the underlying effects including changes in 
cardiovascular, immune and endocrine systems (Uchino et al 1976). The Alameda County 
study which assessed the relationship between social and community ties and mortality among 
a random sample of 6928 adults in Alameda County, California, with a subsequent nine-year 
mortality follow-up underscores the importance of social support in maintaining health. They 
illustrated that low social integration (as measured by a summary index reflecting ties with a 
spouse, close friends and relatives, and participation in church and organizations) was 
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associated with mortality from all causes, and particularly from heart disease(Berkman & 
Syme 1979).This association between social ties and mortality was found to be independent of 
self-reported physical health status at the time, year of death, socioeconomic status, and health 
practices such as smoking, alcoholic beverage consumption, obesity, physical activity, and 
utilization of preventive health services as well as a cumulative index of health practices 
(Berkman & Syme 1979). 
In summary, South Africa is experiencing an exacerbation of chronic diseases. This is 
occurring within the context of a global epidemiologic transition which has disproportionate 
effects on poor populations. Of concern is the growing contribution of physical inactivity and 
poor dietary habits to the epidemic.  The Masiphakame Ngempilo Health Club was started in 
Khayelitsha in response to this overwhelming epidemic. The club focuses on education as well 
as on social support in promoting behaviour change towards more healthy lifestyles. Because 
members voluntarily attend the health club, it has been hypothesized that they were engaged in 
healthier practices of increased physical activity and improved dietary habits than community 
controls. Behaviour change is never easy and to confirm this hypothesis, physical activity 
practices and dietary habits were compared between members and non-members. Barriers and 
enhancing factors to increasing physical activity and improving dietary habits were also 
collected from all participants.  
 
Aim of the study 
 
The main aim of this study was to determine if health club members are more physically 
active and practicing healthier dietary habits than community controls.  
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Objectives 
1. To determine if health club members were more physically active than non-members.  
2. To determine if health club members were practicing healthier dietary habits than non-
members.  
3. To identify barriers to increasing physical activity and improving dietary habits for 
members and non-members. 
4. To identify enhancing factors to improving physical activity and dietary habits for 
members and non-members. 
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Chapter 3 
 Methodology 
 
This chapter  outlines the study design; target population; sampling procedure and sample 
size; gaining of access; training of fieldworkers; development of data collection tools; data 
collection methods; data  management and analysis; validity, reliability, generalisability and 
limitations of the study.  
 
3.1 Study Design 
The design is a non- experimental post intervention study in which the intervention and the 
control groups are compared.  
As baseline data on physical activity and dietary habits of club members (the post intervention 
group) had not been collected, it was assumed that at the beginning of the intervention both 
populations (health club members and non-members) were equally at risk of developing 
chronic diseases.  
 
3.2 Target Population 
The target population was Xhosa speaking health club members (aged 37 to 87 years) and 
non-members (aged 40 to 80 years) from Khayelitsha.  
 
3.3 Sampling procedure and sample size 
Due to the small number of members of the health club, all 26 regular women club members 
participated in the study. In order to obtain the control sample, community health workers 
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invited a comparison group of similar demographics to the club on a particular day for data 
collection. However, due to heavy rain none of the people arrived. The four fieldworkers then 
went out into the surrounding areas on two days and recruited participants from the 
community. The control group of non-members were from the same community and it was 
made up of approximately twice the number (60) of the members group in order to increase 
the statistical power of the sample and to be able to detect a difference between the two groups 
based on outcome measures. 
The five male health club members were not included in the study as it was felt that their 
practices of physical activity and dietary habits would differ too greatly from that of the 
women. 
 
 3.4 Gaining Access 
The members group meets weekly on Wednesday mornings at the club. The researcher 
initially accessed the sample by arranging a first meeting with the coordinator and other 
community health workers and a second meeting with all the members and staff to inform 
them of the study, to seek permission to conduct the study and to explain the procedures of the 
planned research. 
 
3.5 Training of field workers 
Four Xhosa speaking field workers, who were familiar to the area, were trained in conducting 
interviews and completion of the questionnaires for efficient quality control and consistency of 
data collection. They were also involved in pilot testing of the questionnaire. 
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3.6 Data collection tools  
A questionnaire was designed (appendix A) with questions extracted from a community 
survey used in Khayelitsha in 2005 (unpublished).  Additional questions were added which 
were appropriate for the objectives of the study and target population. The questionnaire was 
not validated.  The questionnaire was translated (and back-translated) by a professional 
translator into Xhosa, a local language within the area. Piloting of the questionnaire was 
completed with eight respondents of a similar population to determine its duration, flow, 
clarity and social acceptability. Questions were mostly structured. Simple language was used 
to facilitate easier understanding of the questions being asked.  
 
3.7 Data Collection  
Data was collected through face to face interviews wherein questionnaires were completed by 
the fieldworkers. The interviews were conducted in isiXhosa under supervision of the 
researcher and project coordinator. Members were interviewed at the club and non-members at 
their homes. Interviewing took place in November 2006 and February 2007 and each 
interview lasted approximately 10 to 15 minutes. 
 
 
Data collected included: 
I. Frequency and/or duration of various physical exercises and activities. Participants were 
also asked to list other physical and non-physical activities they engage in. 
II. Types, quantities and frequencies of consumption, as well as preparation of various foods 
such as vegetables and sugary foods.  
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III. Factors which inhibited and enhanced increased physical activity. 
IV. Factors which inhibited and enhanced improved dietary habits. 
 
3.8 Data management and data analysis 
Questionnaires were checked and completed on site before interviewers departed. Data 
cleaning and coding ran concurrently with data collection. Data was captured by means of 
Excel and imported into the SPSS programme for analysis. Analyses included calculations of 
frequencies and percentages. 
 
Cross-tabulations and chi-squared tests were done to test for association between variables. 
Because the independent variables consisted of more than one category, a single p- value was 
represented to indicate whether the two groups (health club members vs. non-members) 
differed significantly from each other. The results of this analysis are presented in Chapter 4 of 
this report.  
 
3.9 Validity, reliability and generalisibility 
Validity 
The questionnaire was translated and back-translated by a professional translator. 
Use of isiXhosa, the local language, enabled easier communication. General matching along 
area and age was employed in obtaining the control group.   
Reliability  
The questionnaire has been discussed with specialists who are experts in this field about the 
data collection tools and methods.  
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Generalisability 
The results of this study are generalisable to the local community of Khayelitsha as well as 
other urban townships of similar demographic profiles. However due to the specificity of the 
health club, generalizing these results is less of an issue in this study. 
 
3.10 Limitations 
A validated questionnaire was not used and should have been considered when 
conceptualising the study. This would have made future monitoring of progress standardised 
and easier. 
 
The questionnaire design was limited in not providing a total measure of physical activity 
comparable to recommended standards. 
 
The small sample size, particularly of the intervention group, makes it less easy to assess for 
significant differences between the two groups (health club members vs non-members). 
Results must therefore be treated with some caution. 
 
Membership duration, attendance, other health conditions and whether participants gain health 
related information elsewhere were not measured and could confound the study’s findings.   
 
No baseline data comparable to the post intervention data was collected which could be a 
further confounding factor. 
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Being face to face has the disadvantage in that respondents may have felt the need to provide 
correct answers to please the interviewers.  
 
Reporting of practices could have been subject to oversimplification or exaggeration. 
 
3.11 Ethics, confidentiality and privacy protection 
The research proposal was approved by the ethics committee and the senate of the University 
of the Western Cape and thereafter permission was requested from coordinators of the health 
club. The nature, aims and importance of the research was explained to all participants prior to 
commencement of the research.  
 
It was explained that information learned would be anonymous, confidential and voluntary.   
Participants were also reassured of the right to withdraw at any stage. Signed informed 
consent was obtained from each participant prior to engagement in the study. No names or 
other identifying information appeared on the instrument and each questionnaire was assigned 
a number code for ease of data analysis. 
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Chapter 4: Findings 
 
 
4.1 Demographic characteristics of members and non-members 
A total of 86 participants were recruited consisting of 26 health club members and 60 non-
members. All female club members participated in the study with a response rate of a 100%. 
Age distribution, employment status, education level and the number of adults in the 
household of participants are shown in table 1. 
 
Table1. Demographic characteristics of all participants (n=86)  
Variables Club members  Non-members 
 Frequency %  Frequency % 
Age       
50 years and 
younger 
3 12  12 20 
51-60 years 9 35  24 41 
More than 60 14 54  23 39 
 
Employment status       
Unemployed 23 92  46 78 
Part-time 1 4  7 12 
Full time 0 0  3 5 
Self-employed 1 4  3 5 
 
Education level 
No schooling 7 29  20 35 
Primary school 13 54  22 39 
High school 4 17  15 26 
 
Number of adults living in household 
One 6 23  6 11 
Two 11 42  18 32 
Three or more 9 35  32 57 
 
From the above table it can be seen that members are slightly older than non-members. Ninety 
two percent of members and 78% of non-members were unemployed. None of the club 
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members and 3 non- members were in full-time employment. With regards to education level, 
29% of members and 35% of non-members had never had any schooling and 17% of members 
and 26% of non-members received some high school education. Home language in almost all 
cases was Xhosa and only two of the non-member group stated that Sotho was their home 
language. There were less adults living in the households of members than non-members. 
Twenty three percent of members and 11% of non-members lived in single adult households 
and 35% of members and 57% of non-members lived in households with three or more adults. 
 
4.2 Participation in physical activity of members and non-members  
 
Physical activity in this study is of light, moderate and vigorous intensity. 
 
4.2.1 Participation in light physical activity    
Participants were asked how many minutes they walked daily. Responses are shown in figure 
1 below.     
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Fig 1. Time spent walking (in minutes) by members and non-members 
 
From figure 1 it can be seen that 92% of members and 77% of non-members walk for less than 
30 minutes daily and 8% of members and 23% of non-members walk for more than 30  
 
 
 
 
 36
minutes. Non-members walk significantly more than members with a p value = 0.025.   
 
Participants were asked how many hours they spent on meal preparation and cleaning up  
 
after meals daily. Responses are shown in figure 2 below.                        
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Fig 2. Time spent in meal preparation and cleaning up after meals (in hours) of members and non-
members 
 
Club members spent more time engaged in meal preparation and cleaning up after meals daily 
than non-members. Figure 2 shows that 28% of club members spent more than 2 hours daily 
involved in these activities compared to 8% of non-members. Club members spent 
significantly more time in meal preparation and cleaning up after meals than non-members 
with a p-value= 0.029. 
 
4.2.2 Participation in moderate physical activity  
Participants were asked how many hours they spent in moderate structured weekly exercise 
which was described as ‘exercises like brisk walking, playing sports with children or similar 
moderate intensity activities’. Responses are shown in figure 3 below.  
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Fig 3. Participation in moderate exercise per week (in hours) of members and non-members 
Sixteen percent of members and 38% of non-members spent 1-2 hours and 20% of members 
and 16% of non-members spent more than 2 hours in moderate exercise weekly.  
Members and non-members spent similar lengths of times engaged in moderate exercise.  
Participants were asked how many hours per day they spent doing routine dusting and 
cleaning like laundry, sweeping, changing bed sheets and grocery shopping. Responses are 
shown in figure 4 below.    
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Fig 4. Participation in moderate daily cleaning activities (in hours) of members and non-members 
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Fifty eight percent of members and 20% of non-members participate in these tasks for more 
than 3 hours daily. Members spent more time with daily moderate cleaning tasks than non-
members. The difference is statistically significant with a p-value=0.002. 
 
4.2.3 Participation in vigorous activities  
Participants were asked how many times per month they engaged in activities such as 
‘washing windows, chopping wood, scrubbing floors, fetching water and sweeping the  
yard’. Responses are shown in figure 5 below. 
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Fig 5. Number of times engaged in vigorous cleaning per month by members and non-members. 
 
 
Forty six percent and 36% of members and non-members respectively engaged in vigorous 
household activities 3 or more times monthly. Members and non-members spent similar times 
engaged in vigorous monthly activities. However, although there is no statistical significance, 
more members spent a greater number of times involved in these activities.  
 
 
 
 
 
 
 39
4.2.4 Time spent watching television by members and non-members   
Television watching is used as a proxy of a sedentary lifestyle. The 92% and 95% of members 
and non-members respectively who watch television were asked how many hours they spent 
watching television daily. Members and non-members responses are shown in table 2 below. 
Table 2- Hours spent watching television daily by participants    
 
Daily no. of hours spent  
watching television 
Members  Non-members 
frequency %  frequency % 
Less than 1 hour 7 28  11 19 
Between 1-2 hours 14 56  30 52 
More than 2 hours 4 16  17 29 
 
From the above table it can be seen that most respondents watch television for 1-2  
 
hours daily. Although not statistically significant (p=0.379), members spent less time  
 
watching television than non-members. 
 
4.2.5 Participation in other physical activities by members and non-members  
Respondents were asked to list other (than the ones mentioned above) physical activities they 
participated in. Twelve percent of members and 3% of non-members reported that they also 
take care of other people. This involved bathing, lifting, feeding, dressing and transferring 
them. None of the members and 5% of non-members reported that they are involved in selling 
of goods which involves transporting, carrying, lifting and packing of goods. 
 
4.2.6 Participation in other non-physical activities by members and non-members  
Respondents were asked to list non-physical activities they participated in. Examples were 
given of reading and attending church services. Sixty nine percent of members and 62% of 
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non-members stated that they participated in church and religious activities. Also, 15% of 
members and 20% of non-members spent time reading and 39% of members and 10% of non-
members were involved in sewing and knitting activities.  
 
4.3 Barriers and enhancing factors to increasing physical activity among all participants 
Participants were given a list of perceived barriers and perceived enhancers for physical 
activity some of which were drawn from previous studies done in Khayelitsha (Puoane et al 
2005 & 2006). They were asked to choose those that applied to them and add any that were 
not on the list. Results were not statistically compared between the two groups. Their 
responses are tabulated in tables 3 and 4 below. 
 
Table 3. Members and non-members perceived barriers for physical activity  
Perceived barriers Members % Non-members % 
Health problems 23 7 
Family commitments 15 5 
Personal problems 15 0 
Feeling too tired 15 17 
Pain associated with 
exercise 
12 13 
Laziness 4 37 
Lack of exercise facilities  0 30 
Feeling unsafe 4 22 
Fear of losing weight 0 2 
Financial problems 0 0 
Feeling insecure 0 3 
Not interested 0 2 
Forgetfulness 0 2 
Transport and distance 
problems 
0 3 
Feeling upset 0 2 
Too old for gym 0 3 
 
Note: Participants may have more than 1 response. Totals may therefore exceed 100%.  
 
 
 
 
 
 41
More common barriers perceived by members were: health problems, family commitments, 
personal problems, feeling too tired and pain associated with exercise. Those perceived by 
non-members were: laziness, a lack of exercise facilities, feeling unsafe, feeling too tired and 
pain associated with exercise. 
Table 4. Members and non-members perceived enhancing factors for physical activity  
 
Perceived enhancers Members % Non-members % 
Own motivation and 
confidence 
31 25 
Having sufficient time 23 37 
Health benefits 23 3 
Having community support 12 28 
Feeling good after exercise 
/gym 
19 2 
Having an exercise partner 4 13 
Interest/curiosity 4 0 
Excitement 4 2 
Being happy 0 2 
 
Note: Participants may have more than 1 response. Totals may therefore exceed 100%.  
 
The common enhancing factors to improved physical activity perceived by members were: 
own motivation and confidence, having sufficient time, the health benefits, feeling good after 
exercise and visiting the gym and having community support. Those perceived by non-
members were: having sufficient time, having community support, own motivation and 
confidence and having an exercise partner. 
 
4.4 Summary of physical activity 
 
In summary members have walked significantly less than non-members. Members have; 
however, participated more in all areas of physical activity examined but in the areas of 
moderate exercise and vigorous monthly cleaning those differences were not statistically 
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significant. Members have watched less television and are more involved in other physical and 
non-physical activities within their communities than non-members.  
 
4.5 Dietary habits of members and non-members 
 
4.5.1 Foods rich in fat consumed by all participants  
 
Consumption of food rich in fat in this study included: trimming of fat and/or skin from red 
meat and chicken, cooking methods of meats and the consumption of sour milk, margarine, fat 
cookies, offal and pork. 
 
Preparation of red meat and chicken among participants                                                
Participants were asked whether they remove the fat (and/or skin) from red meat and chicken. 
They were provided with responses of ‘never’, ‘sometimes’ and ‘always’ and they were asked 
to choose the response that apply to them. These results are depicted in  
figures 6 & 7 below:   
 
 
 
 
 
 
 
Fig 6. Fat trimmed from red meat by participants 
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From the above figure it can be seen that 69% of members always trimmed fat whereas 79% 
of non-members never trimmed fat. More members trimmed fat from red meat than non-
members and this difference is statistically significant with p-value = 0.000. 
 
 
 
 
 
 
 
 
 
 
 
 
Fig 7. Fat and skin trimmed from chicken by participants  
From the above figure it can be seen that 46% of members always trimmed fat and skin from 
their chicken whereas 86% of non-members never did this. More members trimmed fat and 
skin from chicken than non-members and this difference is statistically significant with a p-
value = 0.000. 
 
Cooking methods of meats among participants                                                           
 
Participants were asked how they usually cooked their red meat, chicken, sausage and fish. 
They were given the following responses to choose from: fry, grill, boil and bake. Boiling red 
meat is the most common method for both members (92%) and non-members (90%).  
Similarly it is also the most common method for cooking chicken with 85% of members and 
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71% of non-members preferring this method of preparing chicken. With sausage, 50% of 
members fry it compared to 67% of non-members. With fish preparation, 53% of members vs. 
77% of non-members fry and 24% of members vs. 4% of non-members bake their fish. 
Although there was no statistical difference in the methods of cooking of meats, fewer 
members fried their meats in oil than non-members. 
 
Consumption of sour milk among participants  
Participants were asked how often they drank or ate sour milk per week. Non-members drank 
more sour milk than members. Seventy six percent of non-members and 44% of members 
ate/drank sour milk once or twice weekly (data not shown). This difference is statistically 
significant with a p-value = 0.016. 
 
Consumption of margarine among participants  
Participants were asked what type of spread they commonly used and to indicate whether they 
used soft or hard margarine. The most used spread was margarine with 50% of members and 
43.5% of non-members stating that they ate this on their bread. Of those that ate margarine, 
38.5% of members and 96% of non-members use soft margarine instead of hard margarine 
(data not shown). This difference is statistically significant with a p-value = 0.000.  
 
Consumption of fat cookies among participants  
Fat cookies are white bread rolls fried in oil, similar to doughnuts. Participants were asked 
how often they ate fat cookies per week. Approximately 60% of all respondents reported that 
they do not eat fat cookies at all while 12% of members and 3% of non-members respectively 
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reported that they ate fat cookies 3 or more times a week (data not shown). Although not 
significant, members ate more fat cakes than non-members. 
 
Consumption of offal and pork among participants  
Participants were asked how often they ate offal and pork/ pig feet per month. 
Fifty two percent of members and 39% of non-members never ate offal and 64% of members 
and 51% of non-members did not eat any pork/ pig feet. The differences in members and non-
members consumption of offal and pork were not statistically significant.  
 
4.5.2 Foods rich in protein consumed by all participants 
Consumption of food rich in protein in this study include: ‘lentils, samp and beans’, red meat, 
chicken, sausage, fish, eggs and milk.  
 
Consumption of lentils; samp and beans; red meat; chicken and sausage among 
participants  
Participants were asked how many times per week they ate lentils, samp and beans; red meat; 
chicken and sausage. See table 5 below. 
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Table5. Weekly consumption of lentils, samp and beans; red meat; chicken and sausage  
 
Weekly lentils Members  Non-members 
frequency %  frequency % 
No lentils etc 5 19  19 33 
Once per week 11 42  33 57 
Twice or more 10 39  6 10 
Weekly  red meat   
Hardly ever or no red meat 15 58  11 19 
Once per week 8 31  27 46 
Twice or more per week 3 11  21 35 
Weekly  chicken  
Once a week 6 24  9 16 
2-3 times per week 15 60  36 63 
4 or more times per week 4 16  12 21 
Weekly  sausage  
Hardly ever or never 8 31  8 16 
Once per week 11 42  29 57 
2 or more times per week 7 27  14 27 
 
 
As can be seen from the above table a large percentage of respondents consume lentils,  
 
samp and beans but members ate more of these products than non-members with a  
 
statistically significant difference p-value = 0.009.  
 
Fifty eight percent and 19% of members and non-members respectively never eat red meat. 
This difference in red meat consumption with members eating less than non-members is 
statistically significant with a p-value = 0.001. 
It can be seen that there is little difference between members and non-members consumption 
of chicken. Although more members (31%) do not eat any sausage as compared to non-
members (16%), this difference is not statistically significant.  
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Consumption of fish, eggs and milk among participants  
Members ate less fish than non-members with 39% of members who never ate fish at all and 
70% of non-members who ate fish 1-2 times per month.  This difference in fish consumption 
with members having eaten less than non-members is statistically different with a p-value = 
0.009. 
Members and non-members consumption of eggs was similar with no statistically significant 
difference. Twenty percent of members and 32% of non-members did not eat eggs at all. 
Twenty eight percent of members and 14% of non-members ate 3 or more eggs per week. 
Only one club member reported that she does not drink milk at all. Full cream milk is most 
commonly consumed by all respondents with 81% of members and 83% of non-members 
consuming this.  
 
4.5.3 Consumption of foods rich in sugar among participants 
Foods rich in sugar include: teaspoons of sugar in tea/coffee, number of sweets and sweetened 
beverages. 
Respondents were asked how many teaspoons of sugar they added to their tea/coffee and  
 
results are shown in table 6 below. 
 
Table 6. Number of teaspoons of added sugar by members and non-members  
 
No. of teaspoons of sugar 
added to  tea/coffee 
Members  Non-members 
frequency %  frequency % 
Less than 2 teaspoons 9 36  3 5 
2-2.5 teaspoons 8 32  16 27 
3 or more teaspoons 8 32  41 68 
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Table 6 shows that members consume less sugar with 36% of members vs 5% of non-
members using less than 2 teaspoons and 68% of non-members vs 32% of members using 3 or 
more teaspoons in their hot beverages.  This difference is highly significant with a p-value = 
0.000. 
Respondents were asked how many times per week they ate cakes, sweets, chocolates  
and puddings. Members ate more sweets than non-members with 24% of members and 3.5% 
of non-members who ate sweets 3 or more times weekly. The difference is statistically 
significant with a p-value = 0.015. 
Respondents were asked what the main type of cold beverage was which they usually drank 
daily. They were then asked how many glasses of this cold drink they would usually drink in 
summer. Carbonated drinks (Coke, Fanta, Sprite, etc) and sweetened juice and were more 
commonly consumed. Of the members, fifty percent drank carbonated soft drinks and 23% 
drank sweetened juice. Of the non-members, 56 % drank soft drinks and 19% drank sweetened 
juice. However, 62% of club members drank 1 glass of their preferred beverage compared to 
non-members, of whom 66% drank 3 or more glasses daily in summer. This difference in 
consumption is highly significant with a p-value = 0.000. 
 
4.5.4 Consumption of fruit and vegetables by participants                                         
Respondents were asked how many fruits and portions of vegetables they usually ate daily. A 
portion was described as a fist-sized amount of vegetables. Members and non-members 
responses are shown in table 7 below. 
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Table7. Daily consumption of fruit and vegetables  
Fruits consumed daily 
 
Members  Non-members 
frequency %  frequency % 
One portion or less 9 36  18 30 
2 - 3 fruits 14 56  38 63 
4 or more fruits 2 8  4 7 
Vegetables consumed  daily 
      
One portion or less 3 12  7 12 
2-3 portions 21 81  46 77 
4 or more portions 2 8  7 12 
 
From the above table it can be seen that fruit consumption is similar for both groups with 56% 
of members and 63% of non-members having consumed 2-3 fruits daily. Vegetable 
consumption is also similar with 81% of members and 77% of non-members having consumed 
2-3 portions daily. 
There is no statistical difference between fruit and vegetable consumption between members 
and non-members.  
 
4.5.5 Consumption of foods rich in starch 
 
Foods rich in starch include: consumption of bread and maize porridge. 
Consumption of bread by participants  
Respondents were asked what type of bread they ate and were asked to choose from a  
provided list of: white, brown, whole-wheat and home-made. They were then asked how many 
slices of their preferred bread they ate daily. Brown bread is preferred by all respondents and 
only 3 non-members stated that they ate whole-wheat bread. Three members and 12 non-
members stated that they ate white bread. Fifteen percent of members and 41% of non-
members ate 1-2 slices of bread daily. Twenty seven percent of members and 5% of non-
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members ate 3-4 slices daily. Fifty four percent of members and 50% of non-members 
consume 4 slices of bread daily. Health club members consume more slices of bread than non-
members. This difference in consumption is statistically significant with a p-value= 0.016.  
Consumption of maize porridge by participants  
Respondents were asked how many times per week they consumed soft maize porridge. There 
is similar consumption of soft maize porridge by members and non-members with 65% of 
members and 54% of non-members reporting that they ate this 4 or more times per week. 
 
4.5.6 Consumption of water  
Respondents were asked how many glasses of water they drank daily. This data is shown in 
the table 8 below. 
 
Table 8. Comparison of members and non-members daily consumption of water  
Glasses of water  per day 
 
Members  Non-members 
frequency %  frequency % 
Less than 2 6 23 
 
4 7 
2 - 3 glasses 10 39 
 
29 48 
4 or more glasses 10 39 
 
27 45 
 
From the above table it can be seen that members drink less glasses of water than non-
members with 39% of members and 48% of non-members drinking 2-3 glasses daily. This 
difference was not statistically significant. 
 
4.5.7 Consumption of salt                                                             
 
Respondents were asked whether they usually ate their food very salty, lightly salted,  
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or not salted and were asked to choose from these responses. They were also asked whether 
they added salt, Fondor or Aromat while cooking or after cooking. It was found that members 
and non-members consumed similar amounts of salt although members ate less salt than non-
members. None of the club members and 7% of non-members prefer their food to be very 
salty. Twenty two percent of members and 49% prefer their food lightly salted and 15% of 
members and 10% of non-members prefer their foods unsalted. Of those who use salt, 68% of 
members and 81% of non-members add salt to their food while cooking (data not shown). 
 
4.5.8 Comparison of participants’ access to refrigeration 
Refrigeration for storage of perishable food is available for 62% of members and 83% of non-
members. This difference is significant with a p-value of 0.028. 
 
4.6 Identification of barriers and enhancing factors to improving dietary habits of 
participants  
Participants were given a list of perceived barriers and perceived enhancers for improved 
dietary habits some of which were drawn from Chopra and Puoane (2003). They were asked to 
choose those that applied to them and to add any that were not on the list. Results were not 
statistically compared between the two groups. Their responses are depicted in tables 9 and 10 
below. 
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Table 9. Members and non-members perceived barriers for improved dietary habits 
 
Perceived barriers Members % Non-members % 
Healthy food too expensive               73 80 
Healthy food not easy to 
find 
27 15 
Available food is too 
tempting 
12 13 
Eating healthily makes me 
isolated from others 
8 2 
Available food is nutritious 8 2 
Health reasons 4 0 
Fear of losing weight 0 5 
Love meat 0 2 
Note: Participants may have more than 1 response. Percentages may therefore exceed 100 
The more common barriers mentioned by both members and non-members were: healthy food 
was too expensive, healthy food was not easy to find and that available food was too tempting. 
 
Table 10. Members and non-members perceived enhancing factors for improved dietary habits 
Perceived barriers Members % Non-members % 
Feeling healthier and 
confident 
             54 57 
Having more money 27 28 
Family / community 
curiosity and support 
8 8 
Losing weight 4 12 
Eating healthily 4 0 
Vitamins and irons 4 0 
Be strong by yourself 4 0 
Healthy food is accessible 4 0 
Personal hygiene 4 0 
Food gardening 0 5 
Better eyesight 0 2 
Feeling strong 0 2 
Note: Participants may have more than 1 response. Percentages may therefore exceed 100%.  
 
The more common enhancing factors mentioned by members were: feeling healthier  
and confident, having more money, good health and healthy lifestyle and having family/ 
community curiosity and support. 
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The more common enhancing factors mentioned by non-members were: feeling healthier and 
confident, having more money, losing weight and having family/ community curiosity and 
support.  
 
4.7 Summary of dietary habits 
In summary, there is statistically significant difference in members and non-members 
consumption of the following foods with p-values <0.05:- Members ate more ‘lentils, samp 
and beans’; slices of bread, hard margarine and sweets. Members ate/drank less red meat, fish, 
sugar in their tea/coffee, sour milk, cold drinks and soft margarine. More members remove fat 
and skin from red meat and chicken before cooking. More non-members than members have 
access to refrigeration.   
 
There is no statistically significant difference between members and non-members practices of 
eating fruit, vegetables, soft maize porridge, chicken, sausage, offal, pork, water, milk, hot 
beverages, fat cookies, salt, and eggs. However, although not statistically significant, members 
do eat /drink more maize porridge and less offal, fat cookies, pork, sausage and water. Also, 
although not statistically significant, fewer members than non-members fry their meat, 
chicken, fish and sausage. 
 
The more commonly mentioned barriers to improving physical activity are: ‘healthy food is 
too expensive’, ‘healthy food not easy to find’, ‘unemployed and not enough money’ and 
‘available food is too tempting’. 
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The more commonly mentioned enhancing factors are ‘feeling healthy and confident’, ‘having 
more money’ and ‘family/community curiosity and support’. 
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Chapter 5- Discussion, conclusion and recommendations 
 
5.1 Discussion 
 
The aim of this study was to compare health club members’ practices of physical activity and 
dietary habits with those of non-members to determine if members were making healthier 
lifestyle choices than non-members. Where applicable, discussion of findings will be based on 
the South African Food- Based Dietary Guidelines (Vorster et al 2001), hereafter referred to as 
the ‘FBDG’. Discussion of identified barriers and enhancing factors for all participants will 
partly be examined within the context of the Health Belief Model. For easier reading barriers 
of both physical activity and dietary habits will be discussed together and similarly enhancing 
factors of both physical activity and dietary habits will also be discussed together.  
 
5.1.1 Practices of physical activity    
In terms of physical activity, it was found that health club members participated more actively 
and were less sedentary than non-members in all areas of physical activity except that they  
walked less and did not engage in more moderate physical exercise (as would be expected) 
than non-members. They were also more involved in other physical and non-physical 
activities and watched less television than non-members.  
The FBDG does recommend that people should participate in  physical activities of moderate 
intensity for at least 30 minutes on most days of the week or three times a day for as little as 
ten minutes at a time. These recommendations refer to those of the US Surgeon General’s 
Report on Physical Activity and Health (1996). Activities that should be encouraged include 
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brisk walking, working in the yard or garden, sweeping and cleaning the house as well as 
playing outdoors with children (Lambert, et al 2001a).  
 It is not possible to fully compare physical activity practices measured in this study to the 
FBDG as the study does not provide a total measure of weekly moderate physical activity per 
individual which could easily be compared to the recommended ‘30 minutes daily for most 
days of the week’ measuring point. However, a low percentage of members and non-members 
participate in the light activity of daily walking and members walk even less than non-
members. A possible reason for this could be that members are slightly older than non-
members and may therefore walk less.  
Walking does not require any special equipment or facilities and could be seen as an everyday 
normal activity. Many Khayelitsha residents come from rural areas where they engage in 
physical activity by walking long distances in lieu of car/bus transportation, working in the 
fields and collecting water, firewood and foodstuffs (Puoane 2004). However it is possible that 
residents do not feel safe in the environment. In a previous study, a barrier to improving 
physical activity practices expressed by residents of Khayelitsha is a fear of crime or violence 
(Puoane et al 2005a).  Members as well as the wider community should be encouraged to do 
more brisk walking in order to maintain adequate health.  
 
It is also anomalous that there was no statistically significant difference in members and non-
members participation in weekly moderate exercise. This could indicate a limitation in the 
question design or it could reflect the true amount of time spent by members in physical 
exercise. It is possible that although members do attend regularly, it may be for only one 
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morning per week which would limit the amount of exercise they do. If the latter were the 
case; like walking, daily moderate exercise should also be encouraged.  
 
With household tasks, the target population of this study participate in these activities in and 
around their homes everyday within the contexts of their living environments. In this regard it 
has been suggested that when determining whether the older adult is meeting minimal PA 
recommendations, it is advisable to include domains such as housework and yard work as 
these activities are frequently reported in these older populations (Lawlor, et al 2002). The 
extended time spent by members doing household tasks of light, moderate and vigorous 
intensity, as compared to non-members, we assume could be due to the following: 
• Members could move slower as some of them are slightly older than the non-members. 
• Members also live in homes with fewer adults than non-members which could mean 
that there are fewer people around to complete the housework required.  
• Members may also feel less rushed to do things due to unemployment or retirement 
and therefore spend extended time doing these chores.  
• Members are more relaxed and motivated to engage in these activities and occupations 
as the importance of this is fostered within the education programme of the health club 
(personal opinion). 
 
Members, by actually participating in the club’s programme and mastering the exercises, may 
feel more encouraged to initiate new activities and occupations. This is supported by the 
findings that, aside from the areas of physical activity examined in this study, members were 
also more involved than non-members in other physical and non-physical activities within the 
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community. The activities they do include looking after others, religious and church activities, 
reading and sewing. The repertoire of activities/ hobbies /occupations available does appear to 
be small. This could be due to the low socio-economic status of the community, 
environmental constraints as well as the fact that participation in activities were never 
encouraged historically in these communities by the previous repressive South African 
government (personal opinion). 
 
Amongst the numerous negative effects of television watching, this study is more  
concerned with its association with cardiovascular risks and as mentioned previously, for the 
purposes of this study television watching is a proxy of physical inactivity/ sedentarism. 
Although time spent watching television is of similar length and popular among all 
respondents, members watch less television than non-members. Television watching may be 
popular in the townships because it provides a means of entertainment /leisure as there may 
also be a lack of other social things to do as well as a fear of going outside.  
Americans have said that the television is the least necessary part of their lives but they devote 
more and more time to it than any other leisure activity (Robinson & Godbey 1997). A study 
to assess associations between long-term leisure-time physical activity, television watching, 
and biomarkers of CVD risk (LDL cholesterol, HDL cholesterol, leptin, apoliprotein A1) 
among 468 healthy male health professionals in the USA concluded  that physical inactivity 
and television watching were significantly associated with several biochemical markers of 
obesity and CVD risk (Fung et al 2000).   However, although time spent watching television 
does provide a measure of inactivity it is a factor which cannot be looked at on its own as 
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individuals may watch television for a few hours daily but could also be involved in adequate 
amounts of daily moderate exercise as well. 
 
5.1.2 Dietary habits 
 
As regards dietary habits between members and non-members, it was found that health  
club members have mostly  practiced healthier dietary habits than non-members. They 
consumed more of the healthier vegetable based legumes and maize porridge; less red meat 
and foods high in fat such as sour milk, offal, pork and sausage; less sugar in their hot 
beverages and less sweetened soft drinks.  Club members, more than non- members, also 
practiced healthier food preparation methods of removing fat and/or skin from their meat and 
chicken and choosing mostly to not deep fry their meats. Contrary to expectation, members 
consume more hard (rather than soft) margarine, more sweets, more bread, the same amount 
of fat cakes and less fish than non-members. 
 
The FBDG recommend that fats be used sparingly. Although this is a vague description, it 
does appear that club members more than non-members are generally complying with this 
recommendation and consuming less fat in their diets. This does show an achievement on the 
part of health club members particularly as fatty and unhealthy foods are so readily available 
in the community. Chopra and Puoane (2003) assessed environmental influences on obesity in 
Khayelitsha. They reported that there is a shortage of healthy low fat food and little fruit and 
vegetables are available in the townships. They further noted that the majority of the local 
shops sell cheap, fatty foods and street vendors sell fatty meat and sausages. In an 
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investigation into the association between global availability of cheap vegetable oils and fats 
and the effect on obesity and diet quality, dietary energy density, and energy costs; 
Drewnowski & Popkin (1997) have shown that cheap vegetable fats and oils have become 
easily accessible globally to poorer communities and this has resulted in increased fat intakes 
and concomitant increasing risk of chronic diseases in developing countries.  
 
The nutrition transition now occurs at lower levels than the gross national product than it had 
previously, and that it is accelerated by high urbanization rates (Drewnowski & Popkin 1997). 
In examining the epidemics of tobacco and diets and the role of globalisation herein, it has 
been shown that the total energy (calories) supplied by food and beverages has increased as 
food has become more processed and more energy dense in both developed and developing 
countries (Chopra & Darnton- Hill 2004).  
 
In a study reviewing the association between obesity and diet quality, dietary energy density, 
and energy costs; it was stated that the association between poverty and obesity may be 
mediated, in part, by the low cost of energy-dense foods and may be reinforced by the high 
palatability of sugar and fat (Drewnowski & Specter 2004).  
Although not statistically significant, members ate slightly more fat cakes than non-members 
which may be a very palatable product to eat. They also used more hard rather than soft 
margarine (despite soft margarine being promoted in the programme) than non-members as a 
spread on sandwiches which could imply that members are poorer than non-members and may 
therefore not be able to afford to eat the more expensive soft margarine. The township 
environment too promotes unhealthy food choices (Puoane 2006a). Hard margarine which 
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contains more unhealthy trans- fatty responsible for increasing cholesterol levels, may 
therefore be easier to find. 
 
The proportion of fat has increased and carbohydrates have decreased in both rural and urban 
areas in South Africa (Bourne et al 2000). Club members also consumed less sugar in their tea 
and coffee but of concern is that they consumed sweetened juice and soft drinks although they 
drank significantly less of this than non-members. This does appear paradoxical and could 
imply that either members are unaware of the sugar content of these drinks or are aware yet 
find it very challenging to not drink it.  This is cause for concern as each 340ml can of Coke 
contains approximately 10 teaspoons of sugar (Chacko & McDuff 2003). It does appear that 
large companies are advertising forcefully in developing countries which further make their 
products very difficult to resist consuming. Concern has been expressed by Lang (2000) about 
the rapid spread of the fast food culture in developing countries. Within a relatively short 
period after the introduction of Coca-Cola, Pepsi and Nestle into China it was recognized by 
65%, 42% and 40% of the population respectively. Global marketing and the systematic 
moulding of taste by giant corporations is a central feature of the globalization of the food 
industry (Barnett & Cavanagh 1994).  Although they have less sugar in their hot beverages 
and they drink fewer glasses of sweetened juice/ soft drinks, members do eat more sweets 
(desserts, chocolates, puddings, cakes and sweets) than non-members. 
 
 It appears that members’ practices regarding sugar are not consistent and sometimes comply 
with the FBDG’s recommendation that sugar be eaten in small amounts at a time and only as 
little as possible and other times not. In a study done on 285 institutionalised and community 
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dwelling black South African men and women aged 60+ years on the association between 
added sugar and micro and macronutrient intakes, it was demonstrated that added sugar had a 
diluting effect on macro and micronutrient intakes of the target population (Charlton et al 
2005). 
Health club members ate less red meat and fish; more vegetable based lentils, samp and beans; 
and similar quantities of eggs and chicken as non-members. This does generally comply with 
the FBDG which recommends small portions of animal protein and encourages the eating of 
vegetable based legumes. Reasons for eating less red meat and fish could be because of 
increasing health awareness (for the red meat) and/or financial constraints as red meat, 
especially healthy cuts with less fat, and fresh fish is expensive and therefore probably is 
unaffordable. As with the hard/soft margarine consumption mentioned above; members, being 
slightly older than non-members may have less income than non-members to purchase meats. 
Fresh fish, because of special storage and refrigeration requirements, may also be less easy to 
purchase in the local area and members may have less accessibility to the larger shopping 
areas where it would be more available and possibly cheaper too. It would appear that 
members are also not readily consuming canned fish.  
 
Including legumes in a health-promoting diet is important in meeting the major dietary 
recommendations to improve the nutritional status of undernourished as well as overnourished 
South Africans, and to reduce risk for chronic diseases such as cardiovascular disease, 
diabetes mellitus, cancer and osteoporosis ( Venter & van Eyssen cited in Vorster et al 2001). 
The practice of eating lentils etc is actively encouraged by the health club programme and 
would compare well with the FBDG’s recommendation of eating more of these. Also, full 
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cream milk is the milk of choice for both members and non-members. Low-fat milk is not 
easily available to purchase in the townships (Chopra & Puoane 2003). However, other 
behavioural factors may influence the type of milk community members’ choose to drink. In a 
study analyzing milk consumption by type, specifically high-fat milk vs. low-fat milk in the 
USA from 1994–1996, low-fat milk consumption appeared to be positively related to age, 
education level, and income level. African Americans and other minorities had a lower 
probability of consuming low-fat milk when compared with White people in the sample 
population. Also, those respondents designated as low income or living in the South was less 
likely to consume low-fat milk (Robb et al 2007). 
However, the ratio of plant to animal protein intake has changed dramatically in the diets of 
urbanizing Africans (Vorster1999). It has been shown that this ratio was 1.13:1.0 in rural 
African women and 0.58:1.0 in urban women. The corresponding figures for men were1.0:1.0 
(rural) and 0.72:1.0 (urban) (Vorster 1999).  
 
Health club members eat more starchy foods i.e. they eat more bread and similar (although 
more) amounts of maize porridge than non-members. The FBDG recommends that starchy 
foods should be the biggest part of each mixed meal and is not fattening as long as too much 
of it is not eaten and it is not prepared with lots of fat and sugar. This somewhat unclear 
message may not provide sufficient information to encourage members to reduce the amount 
of bread they consume. This increased consumption of bread could be related to large portion 
sizes (i.e. triple the suggested serving size) observed when research was conducted in 
Khayelitsha which explored community health workers perceptions of body image (Puoane et 
al 2005b).  
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There is accumulating evidence to support the increased (daily) consumption of fruit and  
 
vegetables as a means of protection against certain cancers, cardiovascular disease, infections 
and the development of cataracts (Love, Sayed 2001 cited in Vorster et al 2001). 
It has been shown that the consumption of fruit and vegetables increased with urbanization, 
leading to higher dietary fibre and micro nutrient intakes in urbanizing Africans (Vorster et al 
1999). It does appear that health club members and non-members eat sufficient amounts of 
fruit and vegetables daily and this does seem to comply with the food- based recommendations 
of 3-5 portions daily. However, it could be assumed that this would be achieved with some 
difficulty. In a study which collected data from local shops in the same area, it was reported 
that there are few stalls selling fruit and vegetables and of those which did, the quality thereof 
appeared poor (Puoane et al 2006b).  
 
Excessive salt intake leads to an increase in blood pressure in genetically susceptible persons 
and, if high intake is maintained long term, ultimately leads to sustained hypertension. The 
FBDG recommends that salt should be used sparingly, if at all, at the table and in the 
preparation of meals (Charlton & Jooste 2001 cited in Vorster et al 2001). Health club 
members and non-members used similar quantities of salt, with most respondents’ 
encouragingly stating that they have their foods lightly salted. Although not statistically 
significant, members consume less salt than non-members. Members practices especially seem 
to comply with the FBDG’s recommendation that salt be used sparingly. 
 
Water is regarded as an essential nutrient and is the most pervasive compound in the human 
body. It is recommended that adults should consume 2l of water daily. Water consumption can 
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have an effect on the risk of urinary stone disease, cancers of the breast, colon and urinary 
tract, child and adolescent obesity, mitral valve prolapse, salivary gland function and overall 
health in the elderly (Bourne & Seager 2001 cited in Vorster et al 2001). Health club members 
drank less water than non-members with most respondents drinking less than 4 glasses daily. 
Both members and non-members took less than the FBDG’s recommendation of 8 glasses 
daily. Drinking more water should therefore be more actively promoted in the programme and 
the community.  
 
Having access to refrigeration in this study is regarded as a proxy of socio-economic status. 
Health club members had less access than non-members to refrigeration facilities for storage 
of perishable food. This could once again imply that members have less available money 
generally than non-members.  
 
5.1.3 Factors influencing behaviour change  
With few exceptions, in the areas of physical activity and dietary habits examined, members 
are making healthier lifestyle choices than non-members. The exceptions went against what 
was expected and was surprising and concerning e.g. walking less, not exercising more, eating 
hard rather than soft margarine, not eating fewer fat cakes and eating more sweets than non-
members. This should be viewed in a context of:  
1. Changing behaviour towards a healthier lifestyle is a complex phenomenon to understand 
and even harder to implement for most people. 
2. Unlike environments of more affluence, all respondents come from conditions of 
impoverishment where these choices to improving lifestyles are severely limited. 
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3. The study is conducted on middle aged and older women who have specific dynamics of 
changed internal and external status within communities particularly when receiving an old 
age pension. 
4. Although not intending to do so, this study indirectly looks at the successes of the health 
club in encouraging healthy lifestyles within Khayelitsha. 
These factors will be incorporated into further discussion below. 
 
The process of preventing illness and injury, and promoting health, can be thought of as 
operating as a system, in which the individual, his or her family, the community, health 
professionals, the private sector as well as government policy and stakeholders each play a 
role. In this study barriers and enhancing factors expressed by members and non-members are 
generally not compared with each other unless interesting differences arise. As mentioned 
previously, these will also be examined partly within a context of the Health Belief Model 
(HBM) (see 1.3). 
 
Health club members are participating in healthier lifestyle behaviours than non-members. 
According to the HBM, this is as a result of members having mentally assessed five key 
concepts. Each of these five concepts are either regarded as a threat (to improving behaviour) 
or as a measure of the ‘pros’ or ‘cons’ (of making changes). Members may have taken the 
preventive action of improving their lifestyle choices by measuring the outcomes of five 
concepts which are: (1) perceived seriousness (2) perceived susceptibility (3) perceived 
benefits (4) perceived barriers and (5) perceived cues to action (Sarafino 2006, Glanz 2002). 
Members who have instituted healthier changes have perceived a threat large enough to 
 
 
 
 
 67
overcome the perceived barriers. This would also have been prompted by the sum of their 
perceived benefits and enhancing factors according to the HBM. 
Due to the delimitations of this research, points 1, 2 and 3 were not examined in this study. 
However, it has to be pointed out that the success of increasing members’ consciousness of 
‘perceived seriousness’, ‘perceived susceptibility’ and ‘perceived benefits’ would significantly 
depend on the quality of the health education programme being offered at the health club. This 
will be alluded to later in this chapter. 
The perceived barriers to taking recommended action and perceived cues to action (also called 
‘enhancing factors’) are further examined below. 
 
Perceived barriers refer to members’ perception of the tangible and psychological costs of 
taking the recommended action (Sarafino 2006). Perceived enhancing factors or ‘cues to 
action’ are members’ perception of factors which motivate members’ readiness and stimulate 
the desired behaviour change (Sarafino 2006). Barriers and enhancing factors also often 
operate in an opposite manner, with reduction of barriers often presenting as an increase in 
enhancers and vice versa. 
 
5.1.4 Barriers to improving physical activity practices and dietary habits 
Barriers to improving physical activity common to all respondents were feeling too tired  
and pain associated with exercise. However, other barriers to improved physical activity  
differed. Interestingly, barriers expressed by members appeared to be more serious to  
them like health, family and personal problems. On the other hand, barriers expressed by  
non-members seem to place the locus of control outside of themselves. They seem to be  
 
 
 
 
 68
less serious and included factors which are more related to a lack of personal motivation  
to do physical activity for example laziness, a lack of exercise facilities and feeling  
unsafe. Barriers to healthy eating for all participants were that healthy food is too  
expensive and not available and that the available food is too tempting.  
 
Club members also expressed more personal barriers to physical activity such as health 
problems, family commitments and personal problems. Similarly, in a study by Satariano et al 
(2000) to investigate reasons given by 2046 older people (55 years and older) for limitation or 
avoidance of physical exercise in California it was found that the perceived barriers to 
participation for the women were the absence of an exercise partner, fatigue and health 
problems. Medical reasons increased with age for women older than 74 years, the main barrier 
to physical activity was health and functional problems, as well as fear of falling (Satariano et 
al 2000). Fear of falling could be reduced at the club as the exercises were done while 
participants are seated or standing next to a chair.  
 
Although not mentioned here directly by members or non-members, but it could have  
been included in ‘family and personal problems’ (mentioned by members), it does appear that 
socio-cultural attitudes towards physical activity, and hence towards obesity and weight loss, 
can act as barriers to improving physical activity lifestyles. In the Puoane et al (2005b) study 
with community health workers, they could not understand why people engaged in physical 
activity if they were not trying to lose weight.and the following comments were made: “If we 
exercise we will lose weight and what will people think about us”, “Once people see you are 
losing weight they ask if you have problems and start calling you names thinking you have 
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HIV” and “ My husband will not allow me to walk in the streets wearing tight exercising 
outfits” (Puoane et al2005b).  
Socio-culturally in Khayelitsha women may also not feel the need for to be physically active 
and to eat healthier because being overweight is regarded as acceptable and even admirable. 
As mentioned previously, in a study amongst community health workers residing in 
Khayelitsha, 42 of 44 community health workers were overweight, obese or extremely obese. 
In that study most perceived moderately overweight women as attractive- associated with 
dignity, respect and confidence and being well cared for by their husbands (Puoane et al 
2005b). It does seem that being overweight or obese provides individuals with a sense of 
affirmation within the community. This sense of affirmation may not be easy to give up and 
this underscores the enormity of challenging this epidemic.  
 
Non-members expressed a lack of safety as a barrier to improved physical activity. It is  
possible that members also felt unsafe when they initially started at the club but with  
regular attendance felt more confident and safer about being part of the programme. This  
does not negate the fact that the threat of crime and violence is very real throughout  
South Africa and Khayelisha is regarded as a well known ‘crime hotspot’. A recent  
survey reported that 16% of families interviewed had either been attacked themselves or  
a member of their household had been assaulted during the preceding year. Thirty percent  
of families were exposed to theft or burglary in the previous year and half the women  
reported being afraid in their homes during the daytime (Duncan 2007). 
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In Khayelitsha, environmental conditions are also not conducive to healthy physical exercise 
habits. Like crime;  inadequate street lighting, absent or interrupted sidewalks, obstacles, 
untarred and potholed roads, no dedicated parks or cycling/running lanes and no recreation 
facilities, also pose a threat to personal safety (personal observation). Although special 
equipment is not really essential in order to become more active, the lack of equipment and 
facilities were mentioned by non-members as barriers to improving physical activity.  
In a study to determine the association between environmental and policy factors and being 
overweight in Missouri, people living in areas without much public enabling infrastructure and 
outdoor recreation facilities were more likely to be overweight (Catlin 2003). 
 
With dietary habits, poverty could be a significant factor in preventing the eating of healthier 
foods for residents in Khayelitsha. Taking into account that it is difficult to institute healthier 
lifestyles for people from all strata of society, one has to bear in mind that it would be much 
more difficult in conditions of impoverishment from which our respondents come. Chronic 
poverty and all the negative effects thereof should not be underestimated. Meagre incomes 
would really limit healthier lifestyle choices, more so with dietary habits than physical 
activity. Both members and non-members overwhelmingly stated that a lack of money and 
unaffordable healthier foods are significant barriers to improving dietary habits. It has been 
suggested that although it will be desirable to increase dietary variety in South African diets, 
particularly of people living in low income households, achieving this goal will be most 
difficult for this section of the population because of the constraints of poverty creating 
household insecurity (Maunder et al 2001 cited in Vorster et al 2001). They also stated that 
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focus group studies in Kwazulu- Natal and the Western Cape identified affordability as a 
major constraint particularly with regards to fruit, vegetables and foods of animal origin.  
  
Both members and non-members stated that healthy food is not easy to find. This is confirmed 
in the study by Chopra and Puoane study (2003) in which it was highlighted that in 
Khayelitsha “there is a shortage of healthy, low-fat food and little fresh fruit and vegetables 
are available in the townships. The majority of local shops sell cheap fatty foods. Street 
vendors’ stalls sell fatty meat and sausages. To eat low fat milk is impractical; it is not 
available in our shops." 
There were two other comments that available food is tempting. Another visible barrier when 
visiting the club is that just outside of the club there are rows of road-side stalls selling all 
kinds of fried foods e.g. fat cakes,  crackling as well as fatty meat with no stalls in sight selling 
fresh fruit and vegetables. Due to the close proximity to the club, this factor could therefore be 
more of a barrier to members than non-members. This excessive availability of fatty foods in 
Khayelitsha was confirmed by Puoane et al (2005a) in which it was also observed that the 
majority of local shops sell cheap, unhealthy foods with  high fat contents, including tripe, 
sausages, chicken skin, pig’s feet and fat cakes. Fatty meat was sold at cheap prices and 
chicken was being cooked in deep oil with the skin attached. Given that preferences for 
palatable diets are a universal human trait, fat consumption may be governed not by 
physiological mechanisms but by the amount of fat available in the food supply (Drewnowski 
& Popkin 1997). 
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Eating healthily can understandably be a factor which may separate individuals within a 
community as eating fatty foods may be regarded as normal. However, only two members and 
two non-members stated that healthy food makes them feel isolated from others.  
 
5.1.5 Enhancing factors to improving physical activity practices and dietary habits 
With regards to enhancing factors to doing physical activity, both members and non-members 
mentioned common factors of needing to have their own motivation and confidence, needing 
more time as well as family/community support. Members also mentioned more emotional 
factors like having good health and a healthy lifestyle, feeling healthier, the health benefits and 
feeling good after exercise/gym as enhancing factors whereas non-members, on the other 
hand, placed more emphasis on having community support and an exercise partner. In a US 
study, having an exercise partner as well as programmes involving group activities were 
important in promoting physical activity participation among all respondents (Tegerson & 
King 2002). Understandably, members may not feel the need for a partner because they may 
have so many exercise partners and friends at the club. Non-members too, appear to be 
seeking more motivation from others outside of themselves to encourage them to do more 
exercise.  With dietary habits both members and non-members mentioned that feeling 
healthier and confident, having more money and community support are important enhancing 
factors. 
 
Having sufficient time to participate in physical activity is an important enhancing factor for 
both groups but less so for members who actually made the time to do exercise. In an 
Australian study identifying physical activity habits and barriers to physical activity of older 
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Australians, having insufficient time to be physically active was one of the most frequently 
sited barriers but was then sited significantly less as age increased (Bauman et al 2002). Two 
reasons for this could be that firstly older people may have more available time due to 
retirement and secondly they may experience impending illnesses, disability and death which 
could increase their perceptions of the seriousness of a condition. Another real fear for this age 
group could be concern about how they would be cared for if/when they do develop these 
illnesses.  
 
It does appear that globally people from lower socioeconomic backgrounds experience the 
same barriers and enhancers to improving their lifestyles. In a study designed by Henderson 
and Ainsworth (2003) to measure the physical activity habits in a sample of African American 
and American Indian women, not having sufficient time was regarded as the greatest barrier to 
planning for a physical activity programme, getting involved in physical activity and 
continuing physical activity once started. Similarly, Nies et al (1999) in a qualitative study 
exploring African American women’s experience with physical activity in their daily lives 
identified a lack of time as a perceived barrier and it was ranked third most important after 
lack of childcare and having a person to exercise with. Other barriers to physical activity 
found in their study were lack of space in the home, inability to use exercise facilities at work, 
lack of motivation, fatigue, and unsafe neighborhoods. Facilitators of physical activity in their 
study were daily routine, practical and convenient activities, personal safety, child care, weight 
loss, stress reduction, knowledge and commitment, enjoyment, pets, family and peer support, 
home and work facilities, and daylight and climate conditions (Nies et al1999).  
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As regards dietary habits, both groups stated that feeling ‘healthier and confident’ and 
family/community support are important enhancing factors to improving dietary habits.  
The presence and interest of significant others provides both reinforcement of changed 
behaviour and helps keep the behaviour in question salient (Hunt & Martin 1998). 
Members also felt that enjoying good health and a healthy lifestyle was important and non-
members felt that to lose weight would be an important enhancing factor. 
 
5.1.6 Other considerations 
Factors (from the Health Belief Model mentioned above) of perceived seriousness, perceived 
susceptibility of developing the health problem as well as the perceived benefits of making 
lifestyle choices would hinge significantly on the quality of the education programme offered 
at the club. People need appropriate facts, a firm rationale, and clear instructions and 
guidelines for change. Although knowledge in and of itself rarely leads to lasting habit change, 
it unquestionably serves a necessary function (Schomer et al 1996). It therefore is of critical 
importance how information is packaged so that it is meaningful and palatable to the target 
audience (Schomer et al 1996).  Introducing a strong theoretical basis will be needed and 
creative adult teaching and learning practices has to be applied with consistent monitoring and 
evaluation of the quality of the service.  
 
Education would also have to focus on the susceptibility of people, individually and 
communally, especially from lower socio- economic communities, of developing these health 
problems. The more serious they perceive the effects of developing a health problem to be and 
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the more susceptible they believe they are in developing the problem, the more likely 
members and non-members  alike will feel threatened and take action (Sarafino 2006).  
 
Cognisance has to be taken of the fact that health club members are predominantly middle 
aged and older women. They come with their own dynamics and may have experienced 
certain personal losses of partners, friends, resources, productive roles as well as access to 
opportunities and challenging activities. Socioculturally they may also feel some dispossession 
as their declining function may be less and less supported by the environment (Bandura 1994).   
 
The quality of functioning of an older person may be compromised by uninteresting 
environments (possibly one’s home) whereas its may be enhanced by participating in the 
health club or social group which would stimulate cognitive and social functioning. It is also 
possible that older women are more respected in the community and younger family members 
do more of the chores inside and outside of the house hence minimizing their opportunity to 
walk and engage in household tasks and errands. This highlights the importance of engaging 
with family members around these issues. A question also arises around receiving the old age 
pension and whether this changes the mindset of the pensioner around empowering themselves 
or increasing a sense of helplessness. Members appear to be poorer than non-members yet 
more of them would earn some form of income (in the form of the pension) than the largely 
unemployed non-members. This brings to mind a question of how and on whom this money is 
being spent. Lund (2006) stated that the old age pension might represent the only hope of 
income for households in townships like Khayelitsha and it is a means of poverty alleviation 
but the money seldom solely serves the needs of the intended recipient. 
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The importance of these health club interventions are even more obvious in the light of the 
HIV/AIDS epidemic where more grandmothers are assuming parenting roles of young 
children as they become orphaned by the disease. At 5.5 million, South Africa has one of the 
highest numbers of people living with HIV. Older people shoulder much of the responsibility 
for care, with more than 60 per cent of orphans living with their grandparents (Help Age 
International 2006). It has also been found that in South Africa the extended family networks 
are fast being saturated (Townsend & Dawes 2004).These grandmothers would have to 
increase their resilience by among other things, increasing their physical activity and 
improving their dietary habits, so that they are able to resist communicable diseases,  chronic 
diseases, disability and dependence on others as well as on shrinking state resources in order 
to meet additional demands which may be placed on them by the epidemic. 
 
Changing behaviour towards a healthier lifestyle is a complex phenomenon to understand and 
even harder to implement, partly because eating patterns are difficult to correct and are 
markedly resistant to long term modification (Schachter 1982).  Participants could also relapse 
in their health seeking behaviour. It is common that more than half of the individuals 
embarking on an exercise programme will either abandon it entirely or only continue to 
exercise irregularly, with most participants dropping out during the first three months (Belisle 
et al 1987). This could partly explain why membership of the club is so small. Yet, more 
significantly, it has been mentioned anecdotally that the reason for the small membership is 
due to the lack of formal/permanent housing in the township. This results in people having to 
move home often and they hence lose contact with the health club.  
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Psychosocial factors which contribute to people making healthier lifestyle choices are not 
addressed in this study but should not be overlooked in future research. Numerous studies 
suggest that psychosocial factors can also affect the development and progression of diseases 
ranging from a simple cold to chronic conditions like cardiovascular disease, cancer and 
AIDS. Among the psychosocial factors that affect cardiovascular health are socioeconomic 
status, gender, race, employment, acute and chronic stress, social support versus social 
isolation, anger and depression (Straub 2002). The impact of these factors often equals or 
exceeds that of more traditional risk factors such as hypertension, diabetes and even smoking 
(Straub 2002).  
 
As regards the hypothesis of this study, with all the variables examined, club members are 
mostly instituting into their lives healthier lifestyle choices than non-members in terms of 
improved physical activity practices and dietary habits in most areas examined in this study. 
This highlights that, according to the Health Belief Model, the sum of their perceived 
‘seriousness’, ‘susceptibility’, ‘ benefits’ (although not examined in this study) together with 
their perceived enhancing factors outweighed the barriers felt by members at the time. It also 
highlights that members, more than non-members, may have developed to some extent their 
own sense of self efficacy i.e.  beliefs in their capabilities to exercise control over their own 
functioning and over events that affect their lives despite the enormous barrier of 
impoverishment (Bandura 1997).  
 
Health club interventions like these are essential in minimizing the risks of chronic diseases 
and should be part of a number of strategies aimed at promoting healthy lifestyles. Strong 
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theoretical and research bases as well as alliances with similar organisations need to be formed 
to enhance an advocacy role. Governmental support guided by political will is essential for 
these interventions to expand and further enhance healthy lifestyle choices for their members 
as well as the broader community. Of particular importance is developing appropriate 
environmental infrastructure to support physical activity and attention should be given to 
rising food prices. 
 
5.2 Limitations 
 
Certain limitations have already been mentioned (See 3.10). In addition, the questionnaire 
design also does not explore more qualitative factors which would have provided meaning to 
people’s experiences. Also, because of the breadth of the topic, questions were delimited and 
posed in a general way which meant that particular issues could not be examined in finer detail 
e.g. questions were asked about how much salt people consume but there was no questioning 
about other foodstuffs they may consume (like chips, bread, flavour enhancers, packeted soup, 
etc) which also contain lots of salt.  
 
There is no literature around exactly the same topic which meant that discussion centred 
around wider issues which arose from the data.  
 
Despite its limitations, the study provides a broad overview of members’ practices of physical 
activity and dietary habits. In so doing it therefore also indirectly examines the successes and 
areas for improvement within the health club’s programme. This is the first study to do this 
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although there has been lots of other ongoing research done at the club particularly during the 
developmental stages if the intervention. 
 
5.3 Conclusions 
 
Based on the results of the study certain assumptions about members’ practices regarding 
lifestyle changes as compared to those of non-members were made. 
 
In the domain of physical activity it was found that members were generally more physically 
active than non-members. They spent more time engaged in household tasks of light, moderate 
and vigorous intensity than non-members. Members also participated in more physical and 
non-physical activities within their community and watched less television than non-members. 
However, members spent less time on daily walking and the same amount of time engaged in 
weekly physical exercise of moderate intensity as non-members. These results were rather 
surprising seeing that members are regular attendees of the health club’s programme.  
 
According to the FBDG, members practiced healthier dietary habits and food preparation 
techniques compared to non-members. They ate more vegetable based protein rich foods, less 
red meat; less fatty foods, less salt and less soft drinks. It is concerning that they drink soft 
drinks at all considering the high sugar content of these beverages. Members also have more 
of a penchant for sweet things than non-members.  
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As regards barriers to improving on physical activity and dietary habits, members expressed 
more personal reasons (e.g. health problems and family commitments) and non-members 
expressed more issues outside of their locus of control (e.g. laziness and a lack of exercise 
facilities) as reasons for not improving their physical activity practices. Barriers to improved 
dietary habits for all respondents were firstly about the unaffordability of and secondly about 
the unavailability of health -providing foodstuffs.  
 
Having one’s own motivation was regarded as an important enhancing factor for all 
participants, particularly for members. More non-members felt that having community support   
and an exercise partner would enhance their participation. Enhancing factors which were 
highlighted by both groups to improve on dietary habits were feeling healthier as well as 
having more money. 
 
In summary, health club members may have been influenced positively by membership of the 
club. Generally, they appear to be more motivated, are more physically active and practice 
healthier dietary habits than non-members. However, anomalous results emerge and these are 
related to the difficulties that many individuals experience with personal motivation when 
intending to engage in healthier lifestyle behaviours. Also, socioeconomic and environmental 
factors pose significant barriers in a more full adoption of healthy behaviours.  
 
5.4 Recommendations 
The following recommendations will be made to further improve practices of members and 
also enhance the effects the club has in the local community: 
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For the stakeholders of the health club  
• Health club members should be affirmed for the healthier practices they have instituted 
in their lives despite the many barriers. 
• Community health workers should also be commended for the role they have played in 
these and their own achievements. 
• Together with monthly monitoring of members’ blood pressure and weight, co-
coordinators should include monitoring of physical activity as well as dietary habits in 
order to properly assess members progress in these areas. The use of validated 
questionnaires would standardize this monitoring. 
• Managers should be critical and positive about the quality of the service they offer. 
Issues around adult education principles and best teaching and learning techniques 
could be included here.  
• It would be important to network with community food garden programmes, of which 
there are a few operating in Khayelitsha, to ascertain the feasibility of introducing 
these within the programme.  
• To encourage further networking with other health club interventions, support groups 
and organizations in this field of promoting healthier lifestyles to enhance civil action 
around issues like policy development and implementation, infrastructure development 
and a sense of advocacy. Organisations which come to mind are: (1) the Global 
Alliance for Physical Activity (GAPA) which was established to provide strategic co-
ordination to help countries commence or increase their efforts to address physical 
inactivity and they recently started a South African chapter, (2) the Community Health 
Intervention Programmes (CHIPs) which aims to enable previously disadvantaged 
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communities to begin health promotion projects using physical activity as the vehicle 
and  (3) the Vuka South Africa- Move for your health! community health promotion 
campaign (4) The Grandmothers Against Poverty and AIDS (GAPA) also based in 
Khayelitsha to improve social networking and advocacy. 
 
For future research 
• To examine the other components of the Health Belief Model not assessed in this 
study i.e. perceived benefits, perceived seriousness and perceived susceptibility to 
developing chronic diseases by health club members. It could also be used as a 
framework to explain and predict health seeking behaviour. Another model like the 
Transtheoretical model of behaviour change could be used which suggests that 
individuals pass through different stages when instituting change. Appropriate 
interventions are introduced depending on the stage the person is at.  
• A Logic Model could be introduced which examines many aspects of evaluating 
any health - providing programme. Components examined are: inputs, influential 
factors, activities, outputs, initial outcomes, intermediate outcomes and long-term 
outcomes and ultimately the goal of the programme.  
• More qualitative study to understand members’ perceptions and experiences of 
participating in the health club. The meaning the club brings to their lives would 
also be important to study as reasons for attending may be more than wanting to 
lessen the chances of contracting any of the chronic diseases. 
• Examining the effects of chronic poverty and how this affects how much choice 
members do have when trying to institute improved lifestyle changes.  
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• Other lifestyle risk factors should also be explored e.g. smoking, substance abuse 
(including alcohol), and excessive stress and the role of these in promoting 
unhealthy lifestyle choices. 
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 Survey of physical activity and dietary habits                   
club not Case #
Section A: General Information
1 Age:
years
2 Gender:
Female        Male
3 Employment Status:
Unemployed Part-time Full-time Self-employed
4 Educational Level:
Never went to 
school Prim. School High School Tertiary
5 Home Langauge:
Xhosa English Afrikaans Other…..
6
Section B: Physical Activity
activities. The are no right or wrong answers so please give us your information as it is.
1. You may walk every day to work, school, shops or visiting other people or places. In total, how many minutes
do you walk daily?
minutes
2 In a usual week, how many days do you conciously do exercises like brisk walking,  
playing with children or similar moderate intensity activities?
days
3 On a usual day when you do these activities, how much time do you spend per day doing this?
minutes
4 How many hours do you spend per day preparing meals or cleaning up after meals?
hours
5 Approximately how many hours per week do you spend doing routine cleaning such as 
dusting, laundry, sweeping, changing bed sheets and grocery shopping?
hours
6 How many times per month do you spend doing vigorous cleaning activities such as scrubbing floors, 
washing windows, fetching water,sweeping the yard,etc?
times
7 Do you participate in any other  similar physical activities not included on the list?
Yes No
8 If yes, please list them.
……………………………………………….
……………………………………………….
……………………………………………….
……………………………………………….
9 Do you watch TV?
yes no
How many adults live in your house including yourself?
The following questions are about the kinds and time you spend doing different types of physical. 
 
 
 
 
10 In a usual day how many hours do you spend watching TV?  
hours
11 Which other non - physical activities do you enjoy ? Eg. Reading, church service. Please list them.
……………………………………………….
……………………………………………….
……………………………………………….
……………………………………………….
Section C - Dietary Habits
Now, I would like to ask you some questions about the foods that you eat. There are no right or wrong answers
so please feel free to give us your information as it is.
1. What is the main type of milk you use in your household?
none full cream 2% skimmed powdered
2 What is the main type of hot beverage you drink?
none coffee tea rooibos herbal
3 How many cups of hot beverage do you drink per day?
4 How many teaspoons of sugar do you add to your tea/coffee?
5 How many glasses of water do you drink daily?
6 What is the main type of cold beverage  you usually  drink daily?
none sweetened juice
non-sweetened 
juice cold tea
powdered 
drink e.g. 
Sweet Aid
concentrated 
drink eg. 
Oros
marhewu soft drink diet soft drink
7 How many glasses of cold beverage do you drink daily?
8 What type of bread do you usually eat?
none white brown wholewheat home-made
9 How many slices do you usually eat ?
10 What type of spread do you usually use on your bread?
Name :
11 How many fruits do you usually eat per day?
12 How many portions of vegetables do you usually eat per day?
13 How many times do you eat soft maize porridge per week?
14 How many times  do you eat lentils, samp, beans per week?
15 How many eggs do you eat per week?
 
 
 
 
16 How often do you eat red meat per week?
17 When you cook red meat, do you usually trim the fat before cooking?
never sometimes always
18 How do you usually cook your red meat? 
fry boil gril bake
19 How many times per week do you eat sausage?
20 How do you usually cook your sausage?
fry boil grill bake
21 How often do you eat chicken per week?
22 When you cook chicken do you usually remove the skin and fat before cooking ?
never sometimes always
23 How do you usually cook your chicken?
fry boil grill bake
24 How often do you eat pens,liver,heart,kidney,intestines,feet,head per month?
25 How often do you eat pork/ pig feet per month?
26 How  many times do you eat fish per month?
27 How do you usually cook your fish?
fry boil grill bake
28 How often did you drink or eat sour milk per week?
29 How often do you eat fat cookies per week?
30 Do you usually eat your food very salty, lightly salted, or not salted?
very salty lightly salted not salted don’t know
31 Do you usually add salt, Fondor or Aromat while cooking or afterwards?
no salt while cooking after cooking
32 How many times do you eat cakes, sweets, chocolates, puddings per week?
33 Is a refrigerator available for storing your foodstuff?
yes no
 
 
 
 
Section D- Influencing Factors (barriers and enhancing factors)
The following questions will look at things that help you  or prevents you from improving  physical activity and  
eating habits- more than one answer can be applicable.
1 What are some of the things that stops you from increasing your physical activity?
lack of exercise facilities
lack of time
laziness
pain associated with exercise
feeling tired & need to rest
feeling unsafe in area
fear of losing weight
other  : ……………………………………………
……………………………………………
……………………………………………
……………………………………………
2 What are some of the things that help you to increase physical activity?
having sufficient time
having community support
having an exercise partner
own motivation & confidence
other  : ……………………………………………
……………………………………………
……………………………………………
……………………………………………
……………………………………………
3 What are some of the things that prevents you from improving your eating habits?
healthy food is expensive
healthier food is not easy to find
available food is very tempting
available food is nutritious
fear of losing weight
other  : ……………………………………………
……………………………………………
……………………………………………
……………………………………………
4 What are some of the things that helps you to improve your eating habits?
actually losing weight
feeling healthier & confident
other  : ……………………………………………
……………………………………………
……………………………………………
……………………………………………
family and community curiosity 
& support
eating healthier makes me feel 
isolated from others
 
 
 
 
Information Sheet 
 
 
Comparison of physical activity and dietary habits of health club members and 
community controls in Khayelitsha, Cape Town. 
 
 
We are from the University of the Western Cape and are doing research in this 
community to determine physical activity and dietary habits of people in Khayelitsha. We 
are requesting your participation in this research. This information is important in order 
to plan future health programmes for this area. 
 
Please note that you will be asked to answer questions and the answers will be completed 
on the questionnaire by our fieldworkers. This study is completely voluntary and you are 
welcome to withdraw at any time or refuse to answer any questions if you so wished. 
Your identity will be kept confidential. 
 
The researcher (Ms Roshan Isaacs) and the principal researcher (Prof Thandie Puoane) 
can be contacted at 021 9592809. 
 
Thanking you 
 
Roshan Isaacs  
 
 
 
 
Consent Form 
 
 
Comparison of physical activity and dietary habits of health club members and 
community controls in Khayelitsha, Cape Town. 
 
 
 
I have been informed about the purpose and nature of the study. I understand that the 
information will be confidential. 
 
Should I withdraw from the study, I can do so at any time without giving reasons. I also 
have the right to refuse to answer questions and withdraw from the study without any 
negative repercussions. 
 
 
 
 
 
 
 
 
Name of participant………………………………………. 
 
 
Signature of participant…………………………………… 
 
 
Date………………………………………………………. 
 
 
 
 
 
 
